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In this the 80th Annual Meeting of The Kansas 
Medical Society, I feel especially honored in having 
the opportunity to address you as President, to try 
in a small measure to give you some of my impres- 
sions, and express my appreciation to the member- 
ship for the honor bestowed and for the very loyal 
support I have enjoyed. 

The past year has presented some difficult prob- 
lems and controversies that at times were rather 
disheartening but with the concerted effort of 
the Executive Committee, the Council, the House of 
Delegates, and the entire membership, some accom- 
plishments have been attained. 

Our experience with the controversial matter of 
the last legislative session definitely convinced me 
that there is much need for a continuous educational 
program. To me it is obvious there is a desperate 
need for complete and more accurate information in 
the hands of the public. If their judgment is to be 
sound and reasonable they must be told how changes 
in medical practice will affect them and what they 
stand to lose and to gain as patients and citizens. 
They need to know what it has meant to them that 
medical education has been improved, hospital serv- 
ices standardized, specialists regulated as to qualifi- 
cations—that these things were done by physicians 
themselves under their own compulsion and at their 
own expense, and this applies to the national threat 
but more particularly to our recent controversial 
measure during the last session of our own State 
Legislature. 

The educational program instituted by our State 
Society and various county societies though rather 
late in the session, caused many people to admit their 
lack of information concerning the practice of medi- 
cine and to apologize for having signed petitions, 
asking that a law be passed that would lower the 
standards of the great healing art in our state. 

We are cognizant of many articles in various 
magazines and papers, indicting the profession, ac- 
cusing it of selfishness, and of disinterest in the pub- 
lic and especially of the indigent. 


We know as physicians that more than a million 
dollars of service is given daily by the profession. 
We know that less than five per cent of the people of 
the United States are no farther than thirty miles from 
a recognized hospital. No other country in the world 
is so fortunately situated. But does the public know 
it? It does not! And it is our fault. We must keep 
in step with the changing times, and unless an 
educational campaign is developed and sustained the 
public will not be prepared to accept good medical 
services, regardless of how it is organized or admin- 
istered. 

The relation of poverty and ignorance to the 
health of the population, is such that there can be no 
solution of the medical problem, until by education 
the whole population can accept with intelligence 
the broad conception of health with its economic 
and social implications. 

However, in my opinion until the economic status 
will have changed, we will continue to have the 
threat of socialized medicine thrust upon us by pro- 
fessional politicians. 

Last October, Dr. Charles Goodrich, President of 
the New York Medical Society, said: “Any group 
dependent upon the people for their daily bread 
should feel that what is good for the public is good 
for them. Today the modern group in business and 
industry, as well as education and science, makes an 
effort to interpret itself to the public. Organized 
medicine alone must not be cloaked in an inscruti- 
bility sure to be misunderstood.” 

Organized medicine senses a growing demand for 
authentic information on health problems and from 
whom can these answers come except the physician? 

We know the requirements and the time and 
money needed for an adequate medical training. We 
know of the recent great discoveries as insulin, and 
liver extract, sulfapyridine, etc., that have been so 
great a benefaction to mankind—but if the people 
do, they forget and must be told through the press 
repeatedly, in my opinion, to impress them by and 
for whom these great discoveries have been made. 

I wish to recognize that Saline County and Sedg- 
wick County are answering the question to some de- 
gree, but in my opinion it should be state wide, even 
a nation-wide program. A program sponsored by the 
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various state societies and carried on continuously. 

As for selfishness of our profession, no man can 
honestly say the truly indigent has not had adequate 
medical care; for the near indigent there may be a 
question, but we are agreed that people that do not 
have adequate clothing, food and shelter no doubt 
could not pay for adequate medical care and we are 
agreed that this group should receive necessary as- 
sistance from the state or municipality in which they 
reside, on the same basis as other necessities. How- 
ever, this will not be accomplished, except by com- 
plete cooperation of organized medicine. 

We sometimes wonder if organized medicine is 
of any practical value to us as physicians here in 
Kansas. Let me enumerate some of them: First in 
conjunction with our excellent State Board of Health 
and may I say with the kindly cooperation of Dr. 
F. P. Helm, the secretary, we have had some most 
excellent post graduate courses in cancer, maternal 
and child welfare, venereal disease, etc., as well as 
informative talks to the layman, and the printing of 
valuable pamphlets for you and your patients. Sec- 
ond—to you physicians who dispense—you have 
been saved the inconvenience and expense of sales 
tax, which annually saves many times more than your 
annual State dues. Third—through the efforts of Dr. 
Mills and his editorial staff you have received a most 
excellent medical journal every month, a journal that 
is rated by the A. M. A. as one of the best state 
publications. Fourth—you have the assurance of as- 
sistance from the Defense Fund in the event of a 
malpractice suit. Fifth—you have each year in our 
annual session the privilege of attending as good a 
scientific program and entertainment as can be as- 
sembled. All of this for the paltry sum of $10.00. 
Most of us spend much more for memberships in 
other medical organizations or civic clubs, etc., which 
I sometimes doubt is of much practical value, and 
certainly not so vital to us as our membership in the 
State Medical Society. 

The tasks of our Society are becoming more com- 
plex each year. However, the various committees of 
our Society have functioned most excellently, and I 
found it impossible to attend many of these and I 
trust you will read their reports as published in the 
Journal. Much of my time this particular year was 
devoted as you well know to the Committee on Pub- 
lic Policy and Legislation which committee perhaps 
had more than their share and I think you will agree 
that with Dr. E. C. Duncan at the helm, that this 
committee did a wonderful job. To do a good job, 
however, in these evolutionary or revolutionary times 
it is going to take more of your time and more of 
your money to maintain a place in the sun that 
Kansas medicine deserves. 
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The finest inspiration of the year to me as Presi- 
dent was at the special meeting of the Council held 
in Topeka in its decision of the modus operandi in 
legislative matters they were practically unanimously 
agreed, and especially so when our venerable treas- 
urer, Dr. Geo. M. Gray, made his memorable speech, 
loosened the purse strings and gave us the go sign. 

To Clarence Munns, our Executive Secretary, this 
Society and myself in particular shall always be in- 
debted; his ceaseless energy, his untiring efforts in 
behalf of our Society, his ability and diplomacy stand 
out in such a way that our thanks are inadequate. 

This has been a busy year, but it shall always be 
cherished as the richest experience of my entire life, 
so in closing my term I shall ask you to carry on and 
show our incoming President, Dr. C. C. Nesselrode, 
the same loyal support that I have received. 

Again I thank you for the great honor and privi- 
lege ot having served as the President of The Kansas 
Medical Society. 


THE PREOPERATIVE AND 
POSTOPERATIVE CARE OF 
TOXIC GOITER* 


Arnold S. Jackson, M.D. 


Madison, Wisconsin 


The decreased mortality rate in the surgical treat- 
ment of hyperthyroidism during the past two decades 
has resulted largely from improved methods of prep- 
aration and after care of the patient. There have 
been advances in operative technique such as the 
perfection of team work and the use of the electro- 
surgical knife. These developments have shortened 
the time, decreased the risk and improved the end 
results of operation. Yet, if it were not for better 
methods of preparing the patient for thyroidectomy, 
and if it were not for improvement in the after care, 
the surgical mortality of hyperthyroidism would still 
be very disconcerting. 


IODINE FAST CASES 


What are the principle factors in the preoperative 
care that have brought about this decrease in our 
operative mortality? The greatest advancement in 
the treatment of patients with toxic goiter was, of 
course, the demonstration by Plummer of the effii- 
cacy of iodine in the preoperative treatment of pa- 
tients with exophthalmic goiter. Despite this great 
contribution, the condition of many patients has been 
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aggravated and even deaths have resulted from the 
misuse of iodine in this condition. During the past 
decade and a half, surgeons have frequently been 
confronted by a serious problem when dealing with 
cases of exophthalmic goiter who have become 
“iodine fast” as an unfortunate consequence of taking 
iodine for months and even years. Attention was 
called to the seriousness of this condition in an 
article, published in 1930 when a series of fifty-seven 
such cases including four fatalities, was reported." 
Some of the patients in this group had been taking 
iodine for years and although their outward appear- 
ance had improved frequently, irreparable damage 
to the cardio-vascular system had resulted. Over half 
of the group showed evidence of advanced myocardi- 
tis and hypertension. Consequently, the problem of 
the surgeon is enhanced when confronted with such 
a patient..He and his medical colleagues must decide 
whether to take the patient off of iodine, whether to 
give larger doses, and whether or not operation must 
be postponed indefinitely. Delay may result in serious 
damage to the cardio-vascular system; further delay 
will only accentuate the ill effects of hyperthyroidism. 

I have tried various methods of dealing with these 
“jodine fast” patients and years ago I learned with 
regret that the surgical risk is comparable with cases 


of exophthalmic goiter operated upon in the pre- 
Lugol era. In 1925 a thyroidectomy was performed 
on a young woman who had been taking iodine for 
six months. Nothing exceptional occurred at the 
operating table, but a few hours later she developed 
a typical postoperative crisis and despite every effort 


A case of 


Patients having adenomatous goiters 
goiter. 


should be advised not to delay sur- 
gery until they are in the condition 


of this patient. serious condition. 


iodine fast 
This patient took iodine for six 
months and came to operation in a very 
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expired within a few hours. As a result cases of this 
type have since been prepared with the greatest care 
and have usually been subjected to a two-stage thy- 
roidectomy. 

We must look upon these cases of “iodine fast” 
exophthalmic goiter with the same concern as we 
regard the advanced cases of toxic adenoma in elderly 
persons. These are the two types of bad risk cases 
which greatly enhance the surgical problem of treat- 
ing hyperthyroidism. The physician, who first sees 
a case of exophthalmic goiter, can minimize this 
problem if he will insist that his patient refrain from 
iodine except during a two weeks’ diagnostic trial 
or in the period of preoperative preparation. Follow- 
ing the first step of a two-stage operation, or in the 
case of a persistent hyperthyroidism or recurrence 
following thyroidectomy, patients may be kept safely 
on iodine for longer periods. 


PSYCHOLOGICAL APPROACH 


After the diagnosis has been determined, the first 
important step in the preoperative preparation is 
the psychological approach to these apprehensive 
patients. Many come feeling that they are not ill; 
they do not want an operation, and they have sought 
consultation merely at the request of a relative. It 
is a mistake to discuss operation when the patient is 
first seen; this should be postponed until he is so 
improved he no longer dreads the thought. The ut- 
most tact and diplomacy are required of all who come 
in contact with the patient and in this respect a great 
deal can be accomplished by the family physician. He 


Case of advanced toxic adenoma. 
Thyroidectomy in a case of this type 
is attended with a high risk if at- 
tempted in one stage. 


exophthalmic 
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is the one to inspire his patients with confidence and 
to see that they are spared worry, annoyance, dis- 
agreeable subjects, loud noises, etc. It is well to let 
patients associate and converse with others who have 
undergone thyroidectomies and to gain assurance 
gradually from these contacts. It encourages persons 
with toxic goiters to let them see the pictures and 
records of patients who were in a serious condition, 
but who were greatly improved by operation. 

By explaining the significance of the metabolism 
test, a patient is better able to appreciate his true 
condition and the danger of neglect. If his confidence 
is gradually developed by these methods, the time 
will soon come when he will request an operation. 
There will be no need to confuse him as to the time, 
but instead he will go to the operating room confi- 
dent of his doctor's ability to restore his health. The 
psychological care of these apprehensive persons 
must be carried out in every detail by the nursing and 
intern staff right up to the operating table and until 
his discharge from the hospital. Twenty years’ ex- 
perience in handling persons with exophthalmic 
goiter has taught me that next to iodine, psychology 
is the most important factor in their care. 


PREOPERATIVE PREPARATION 


The duration of the preoperative period of prep- 
aration naturally depends upon the patient's condi- 
tion. The average case seldom requires more than 
ten days’ to two weeks’ preparation, the time depend- 
ing on whether or not the patient has been taking 
iodine recently. The metabolic rate is ascertained 
before treatment is begun and much could be said 
about this. A metabolism test is never an index of 
the patient's ability to undergo operation; it is merely 
an adjunct in diagnosis and in following the result 
of treatment. Unfortunately, through many sources 
of error such as leaky machines, nervous patients 
who breathe abnormally fast and thus upset the 
respiratory quotient, and careless technicians, meta- 
bolic rates are often incorrect and misleading. A 
patient, who is not “iodine fast”, should receive ten 
drops of Lugol's solution three times a day for a 
week. In addition, he should be placed on a high 
caloric diet of approximately 3,500 calories a day 
with coffee permanently restricted, a moderate 
amount of exercise and sufficient sleep. Unless a 
patient has a decompensated heart or is very toxic, 
he should not be confined to bed as nervousness and 
weakness only increase. He should have several hours 
of rest every day. One-half grain of phenobarbital 
three times a day is an ideal sedative, and digitalis, 
one and one-half grains is given three times a day 
for three days. This drug should not be administered 
in doses sufficiently large to upset digestion thereby 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


hindering the patient’s attempt to regain weight. 

As a matter of economy, we permit the patient to 
prepare for operation at home, provided his condi- 
tion is not too serious and home conditions are suit- 
able. If, at the end of a week, his progress is satis- 
tactory, if he is gaining weight and his pulse and 
metabolic rates have decreased fifteen to twenty 
points, the same regime is continued a few days 
longer before operation. Otherwise, he is sent to the 
hospital for more intensified treatment. 

Mention should be made here of the preoperative 
preparation of patients having adenomatous goiter 
with hyperthyroidism. Unfortunately, they do not 
show the same remarkable response to iodine as do 
patients who have Graves’ disease. It was shown by 
Freeman and myself,” in a study of 279 such cases 
presented at the American Medical Association meet- 
ing in 1936 that iodine was either beneficial or else 
had no effect in sixty-two per cent of the patients 
with toxic adenoma while thirty-eight per cent were 
made worse. This is in marked contrast to the effect 
of iodine in exophthalmic goiter, practically every 
case of which is benefited unless the patient has 
become “iodine fast.” Despite the fact that one out 
of three persons with toxic adenomas show an eleva- 
tion of the metabolic rate after the administration of 
iodine, it is advisable to give the drug to all patients 
with toxic goiter. If iodine is given no longer than 
a week or ten days preoperatively, little harm will 
result if the patient has a toxic adenoma. On the 
other hand, if an error in diagnosis is made, for ex- 
ample when an exophthalmic goiter is superimposed 
upon a simple adenoma, then a postoperative crisis 
will be averted by the preoperative use of iodine. 

In the immediate preoperative care of hyperthy- 
roid patients, it is well to increase the dose of pheno- 
barbital to a grain and one-half at bedtime. The 
morning of operation, the patient is given a glucose 
orange juice highball, forty drops of iodine, and five 
grains of sodium barbital. One-third grain of panto- 
pon and one-one hundred fiftieth (1/150) grain of 
scopolamin are given hypodermically one hour be- 
fore thyroidectomy. One-two hundredth (1/200) 
grain of scopolamin is used in persons over fifty years 
ot age as they do not tolerate the drug as well as 
younger persons. The patient's ears are plugged with 
vaseline cotton and his head is covered with towels 
one hour before operation and the room is kept quiet 
and dark to permit the sedatives to become effective. 
This makes an ideal preoperative preparation for a 
local anesthesia, and only once because of an appre- 
hensive friend have I ever found it necessary to re- 
sort to a general anesthetic. About ten years ago I 
gave up the infiltration method and have since used 
a superficial cervical nerve block anesthesia which is 
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simple to administer and yet effective. This anes- 
thetic successfully blocks off the superficial cervical 
and sympathetic nerve supply and permits the opera- 
tive field to be free of novocain. 

After Levine developed the duodenal tube, we oc- 
casionally used this as a method of administering 
glucose and iodine to extremely toxic cases of exoph- 
thalmic goiter not only the night before operation, 
but also while thyroidectomy was being performed, 
and for the next day or two. In desperate cases, it 
is a valuable aid. 


POSTOPERATIVE CARE 


The problem of the successful postoperative care 
of hyperthyroid patients is largely one of efficient 
nursing care. A clever, conscientious nurse can often 
calm and quiet a highly toxic patient and secure his 
cooperation. This is essential if the patient is to take 
sufficient iodine to be able to rest and relax. His 
room should be dark, quiet, and free of relatives and 
visitors. If he has an exophthalmic goiter, iodine 
should be given at once and continued in sufficient 
doses to control all symptoms of hyperthyroidism. 
It may be given in doses of five or ten drops and in 
total amounts up to 150 to 200 drops in twenty-four 
hours, if necessary. If the patient is brought under 
control within the first few hours, it may usually be 
given in ten drop doses every hour if awake. It has 
been my misfortune to see patients with exophthal- 
mic goiter die because an intern or nurse did not 
understand or neglected to give iodine as required. 
When it is not tolerated well by mouth, it may be 
given by proctoclysis, the subcutaneous route, duo- 
denal feeding, or even intravenously. Above ali 
things, the patient must be made to understand the 
importance of retaining the iodine. When it is con- 
tinually emessed, the pulse begins to speed up, the 
temperature climbs, the patient becomes restless and 
finally delirious. To combat such hyperthyroidism, 
the iodine intake must be increased, an ice bag should 
be added for each degree of fever, which may also 
be lowered by subcutaneous saline, cooling enemas 
and oxygen. Pantopon and phenobarbital usually suf- 
fice as sedatives. For several years, we have used 
pantopon in preference to morphine because the ele- 
ment causing nausea and vomiting is eliminated 
from it. 

Patients with toxic adenoma seldom require over 
thirty drops of iodine a day postoperatively. They 
present a different picture, one that is almost always 
satisfactory the first day or two. Then if the outcome 
is unfavorable, they become restless and there may 
be a twitching of the extremities as if from cerebral 
irritation. The pulse becomes weak, thready and ir- 
regular, and the patient gradually lapses into a stupor, 
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coma and death. So far as I know, a means to prevent 
this is yet to be found. Performing a lobectomy 
rather than thyroidectomy is the best safeguard for 
these elderly patients with toxic adenoma. 


In the convalescent period, every effort should be 
made to encourage the patient to gain weight and 
strength. If the patient with exophthalmic goiter fails 
to do this, he may have a persistence of the disease 
or later develop a frank recurrence. The use of iodine 
may be discontinued in a few days in cases of toxic 
adenomas as recurrences rarely develop. In Graves’ 
disease, however, it should be continued for at least 
three months. Patients should be warned against re- 
suming strenuous duties too soon and every effort 
should be made to protect the patient with exoph- 
thalmic goiter from developing a recurrence. The 
care of the heart in both types of goiter is important 
and it is essential that the family physician require 
the patient to report to him at regular intervals to 
see that proper rest and therapy are continued. 


Some patients gain too much weight which they 
should be protected against. Those who remain 
underweight should be given a high caloric diet, 
tonics and vitamins. 


In conclusion | feel that the success or failure in 
the outcome of any operation for toxic goiter may 
well depend upon the proper pre and postoperative 
care and consequently upon the close cooperation of 
the family physician and surgeon. 
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X-Rays Help In Gallstone Diagnosis—While gallstones 
have rarely been established as the cause of intestinal ob- 
struction until after operation, early x-ray examination of 
suspected cases may establish a definite diagnosis and thus 
increase the possibilities of successful treatment, Robert 
M. Lowman, M.D., and Egon G. Wissing, M.D., Boston, 
declare in The Journal of the American Medical Association 
for June 3. 


The authors report a case of successful diagnosis before 
operation, pointing out that only seven such cases have 
previously been reported. 


They believe that gallstones responsible for intestinal ob- 
struction are usually composed of calcium and therefore 
opaque to the x-rays. Early x-rays are more likely to show 
the gallstones than later ones, since after the loops of the 
bowel have been distended isolation and identification of 
the shadow is difficult. 
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CORONARY OCCLUSION * 
J. Roscoe Miller, M.D. 


Chicago, Illinois 


Coronary occlusion as a clinical entity is of com- 
paratively recent origin. Perusal of medical text- 
books of the last century will reveal no mention of 
this condition. Discussed at first as of relatively un- 
common occurrence, we have recently come to realize 
that it is far more common than we suspected. Since 
it has been described so recently we are still going 
through the stage wherein the less common mani- 
festations are being recognized and more accurate 
methods of diagnosis both at the bedside and in the 
laboratory are being developed. Recent figures show 
that autopsy findings even on medical wards where 
special attention is being paid to such conditions, 
reveal coronary occlusion as occurring more than 
twice as often as it is recognized antemortem. 

Necrosis or infarction of the myocardium is the 
essential pathological change induced by coronary 
thrombosis. The size of the infarct varies with the 
caliber of the vessel occluded and the availability of 
a collateral circulation. Early, the involved area is 
pale and edematous. Within a day or two there is a 
circumscribed soft greyish yellow area with a red 
zone at the periphery. The entire infarct then may 
become hemorrhagic or dotted with hemorrhagic 
points. At the end of five or six days softening may 
ensue and cystic-like cavitation appear, or at the 
end of five or six days healing may start. Healing is 
accomplished with the aid of a new collateral circula- 
tion which develops at the periphery of the infarct. 
The completed healing process which involves re- 
moval of necrotic muscle and replacement by scar 
tissue is not completed under four to six weeks. Al- 
though it is important to keep in mind a picture of 
the pathological process, it is equally important to 
know the many effects of the disease on the heart 
itself and the body as a whole. If the infarct is a 
small one there may be no noticeable circulatory dis- 
turbances. If the infarct is large, numerous serious 
effects are possible. 

The classical syndrome accompanying coronary 
occlusion is now easily and almost universally recog- 
nized. Occurring more frequently in the male, al- 
though probably more common in the opposite sex 
than has been hitherto suspected, makes its appear- 
ance about middle life when vascular degeneration 
begins to appear. Its onset is sudden, accompanied 
by severe pain over the precordium and radiating as 
a rule to the shoulder of the same side, although the 
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latter is variable. There is a drop in blood pressure 
with attending signs of shock. Usually there is some 

gastro-intestinal upset—distention and vomiting be- 

ing cardinal complaints. Arrhythemias may develop 

and as time goes on, if sufficient cardiac musculature 

is involved, signs of decompensation appear. At a 

still later date leucocytosis and fever occur. This is 

the textbook picture and is not one which often pre- 

sents a diagnostic problem. 

Clinically, and from a prognostic standpoint, coro- 
nary thrombosis may be divided roughly into three 
stages. First, the acute stage which follows imme- 
diately after the occlusion. The picture here depends 
largely upon three factors; first the size of the in- 
farction, secondly the structures involved, and lastly 
the recuperative power of the myocardium itself. The 
immediate danger is from development of an arrhy- 
themia (i.e. paroxysmal tachycardia), particularly 
since this may lead to a ventricular fibrillation which 
of course is incompatible with life, or the infarction 
may be so large that there is not sufficient muscula- 
ture remaining to carry on, even under basal condi- 
tions, or lastly, the conductive system may be en- 
meshed in the affected area and the communication 
system within the heart seriously damaged. 

As days go by these immediate dangers grow 
gradually more remote and the patient enters an- 
other era fraught with possible mishaps. At the end 
of four or five days necrosis of the infarcted area is 
almost complete and fibrosis is not always sufficient 
to bridge the gap. It is at this time that rupture of 
the heart muscle may occur with fatal hemorrhage 
into the pericardial sac. If the patient is fortunate 
enough to pass successfully through this stage he will 
find himself at the end of two to three weeks in the 
third stage. The picture here depends entirely upon 
extent of the damage and the recuperative power of 
the heart. The problem now becomes one of evalua- 
tion of the cardiac reserve and the institution of 
appropriate treatment. 

The recognition of coronary thrombosis, however, 
may not be as simple a matter as has been outlined 
in preceding paragraphs. 

It should be remembered that small endarteries 
may be plugged, with little clinical evidence being 
present and yet these small infarctions may unluckily 
involve important pathways in the heart. And sec- 
ondly, it must be remembered that coronary oc- 
clusion may occur without pain. It is these two facts 
which concern us particularly since it is here that we 
meet the difficult and all-important problem of dif- 
ferential diagnosis. 

I recall one particular case of a laborer, in his early 
fifties who, after a hard day’s work during which he 
suffered no particular discomfort, went home and 
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enjoyed a full night's sleep. Awakening in the 
morning he experienced no unusual symptoms until 
he noted that the exertion of dressing brought on a 
severe dyspnea. By the time breakfast was concluded, 
cyanosis had developed and the end of day saw the 
patient in considerable distress with a definite de- 
pendent edema. Still he had felt no pain. Arriving 
at the hospital he was admitted with a diagnosis of 
arteriosclerotic heart disease with decompensation. 
An electro-cardiogram, however, revealed typical evi- 
dence of coronary thrombosis and a few days later a 
friction rub developed which helped cinch the al- 
ready established diagnosis. He went on to recovery. 
This is a typical case of painless coronary occlusion. 

It seems paradoxical that this man’s salvation lay 
in the fact that he suffered a large enough occlusion 
to embarrass a great amount of muscle and produce 
acute decompensation. It is conceivable that such a 
silent accident might have occurred without pro- 
ducing signs or symptoms and that several days 
later while wielding a sledge or lifting a hod he 
might well have suffered a rupture of the heart 
muscle and a fatal intra-pericardial hemorrhage. 

Sudden, unexplained symptoms referrable to the 
chest or abdomen in a man past middle age should 
always be viewed with suspicion. Someone has 
aptly said that heart disease which suddenly appears 
in a young man is usually stomach trouble while 
stomach complaints appearing for the first time in 
an old man are due to the heart. The statement, of 
course, is not entirely true but it make a valuable 
point. Vague gastric distress or symptoms diagnosed 
as pleurisy by the patient or a strained muscle sup- 
posed to have been acquired in yesterday’s golf game 
should always be thoroughly investigated; the pa- 
tient’s diagnosis may be correct but there is a fair 
chance that the heart and more particularly the coro- 
nary vessels are at the bottom of the complaint. 

Gall bladder disease, because of the similarity of 
the picture it produces, is very frequently confused 
with atypical coronary symptoms. Occurring in the 
same age group, accompanied by pain which in loca- 
tion and character may be very nearly the same as 
coronary pain, and presenting other similar features 
such as fever and leucocytosis it is little wonder that 
it is so often confusing. 

The same may be said of an early pneumonia, 
ruptured gastric ulcer, pulmonary embolism and 
pancreatitis. It therefore behooves us to carefully 
rule out coronary accidents when these conditions 
present themselves and particularly to remember that 
there is no rule that makes it impossible for a coro- 
nary occlusion to occur at the same time as one of the 
other conditions mentioned. 

Whenever an occlusion is suspected, a careful his- 
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tory should be obtained. When the symptoms are 
mild this can usually be asked of the patient himself. 
If the history is carefully taken it is surprising how 
often a suggestive story will result. Some dyspnea 
on exertion of recent origin, or slight cough or 
dependant edema, not marked perhaps, but unusual 
enough to attract the patient's attention. If he is a 
farmer he may attribute it to a cold or ignore it 
entirely. If a physician, he is too apt to ignore it 
purposely. 

Occasionally the actual occlusion will be preceded 
by twinges of anginal pain which will continue for 
minutes or hours and will be relieved by the use 
of nitroglycerin. The actual occlusion will then be 
ushered in with a constant persistent pain which is 
not relieved by vaso dilators. Strangely enough those 
who suffer from angina pectoris preceding an occlu- 
sion usually do not have the severe pain experienced 
by others when the thrombosis does occur. In my 
experience the worst pain has occurred in those who 
had had no premonitory symptoms and no previous 
complaints. One explanation for this phenomenon is 
that previous attacks of angina have been the result 
of a persistent anoxemia of the muscle with a result- 
ant fibrosis which includes the nerve tissue, and 
infarction of this area does not result in the same 
dramatic symptoms seen in an infarction occurring 
in a relatively normal heart muscle. The way pa- 
tients describe this pain is variable. Some call it a 
“heavy feeling” under the sternum, others complain 
of “a ball” in their stomach, while still others com- 
plain of an uneasiness between the shoulder blades. 
One author describes a man who during the acute 
attack insisted on hanging from the top of the door 
by his hands, and did so. I have had patients swing 
their arms about their heads for the same reason. 
Certainly all of these unfortunates do not suffer from 
prostration and shock. When present the pain may 
persist for an hour or a day. The short periods are 
the ones usually overlooked or diagnosed as some- 
thing else. At times, although not always, morphine 
may be necessary to control the pain. Another 
phenomenon which accompanies the accident is a 
constant fall in blood pressure. This may be imme- 
diate or delayed but is nearly always present even in 
occlusion of small branches. If the previous blood 
pressure is known it is of aid in evaluating the pres- 
sure after an attack. If not known and there is reason 
to suspect a coronary thrombosis the pressure should 
be taken at frequent intervals. It is a most valuable 
sign. 

As the pressure falls the temperature rises, not 
much, but enough to be suspicious, one degree per- 
haps, occasionally two, and as the hours pass the 
white blood count and sedimentation rates increase. 
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A count of 12 to 15,000 is usual, one of 30,000 
possible, even in uncomplicated cases. 

Another laboratory finding which is given too 
little attention and is often misinterpreted is a 
glycosuria. It is not an uncommon one in occlusion. 
Because diabetes mellitus is so often a forerunner of 
arteriosclerosis and subsequently, coronary throm- 
bosis and because one of the signs of an impending 
diabetic coma is abdominal distress and gastric symp- 
toms, the two are not infrequently confused and the 
heart pathology overlooked. Occurrence of these 
complaints in a diabetic should immediately arouse 
suspicion of cardiac trouble and it should also be 
remembered that glycosuria miay follow an acute 
occlusion without a diabetes. 

The heart signs which accompany a coronary ac- 
cident are as variable as the symptoms. If the infarc- 
tion is large, dilatation may occur. The tones are 
usually weak and may be so distant as to be undis- 
cernible. Very often the heart sounds answer to that 
descriptive term, tic-tac rhythm. This rapid rate may 
obscure any murmurs. A slower rate will usually dis- 
close a systolic blow at the apex the result of a rela- 
tive insufficiency of the mitral valve due to dilatation. 

Another sign which is of great importance is the 
friction rub. I know of no heart sign that is more 
inconstant or variable in time and position than the 
friction rub in coronary occlusion. Pericardial effu- 
sions rarely occur. Lastly, the possibility of embolism 
should not be overlooked. When, without warning, 
signs of an embolism appear in a distant area the 
occurrence of a silent coronary occlusion with forma- 
tion of a mural thrombosis should be considered. 

In the recognition of these unusual cases, the 
electrocardiogram plays an important role and is 
often the only means of establishing a definite diag- 
nosis. 

The character and severity of symptoms is the 
usual guide for treating patients with coronary 
thrombosis. The patient with mild symptoms gen- 
erally receives and needs little treatment except a 
period of bed rest. A long list of therapeutic aids are 
available for the patient with severe symptoms. 

There is clinical and experimental evidence which 
indicates that certain Xanthine derivatives are capa- 
ble of increasing the flow of blood in the coronary 
arteries. Therefore derivatives of Theophyllin or 
Theobromine should be given immediately and con- 
tinuously during the period of convalescence. Thus 
we make an effort to promote the development of a 
new circulation into the diseased area from which the 
blood supply has been interrupted. For the initial 
dose a quicker effect may be obtained by giving 0.5 
gm. of the drug intravenously. If given in 50 cc of 
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50 per cent glucose possible blood pressure depress- 
ing effects will be counteracted. Although the Xan- 
thine drugs are the only ones which approach spe- 
cificity in their action one cannot place too much 
reliance on the hoped-for effect. To protect the heart 
containing a myocardial infarct the greatest benefit 
must come from rest. Rest is not possible until the 
agonizing distress is relieved. To obtain this a large 
initial dose of morphine must be given. One-half 
grain is usually sufficient and subsequently one- 
fourth grain doses every four or six hours may be 
needed. To further the complete body rest constant 
supervision by trained nurses is essential. A well- 
planned management throughout the entire course of 
the disease is of the greatest importance. To obtain 
complete rest for the heart the aim is to hold bodily 
activity to an absolute minimum by relieving the 
patient of all possible duties. This requires metic- 
ulous attention to small details. The attendants and 
relatives must be cheerful. No disturbing news 
should be allowed. The room should be quiet. The 
patient must be spoon fed; he should not be allowed 
to use his hands even to reach for a drink. He is 
not to turn in bed or raise his head. The use of bed 
pans requires great care. He should be lifted on and 
off the pan and in no way help himself. Early in 
the severest cases, cellucotton pads may be substi- 
tuted for the pan. Reading and talking are to be 
interdicted. If conditions improve after a week or so 
in bed, slight activity in bed is permitted but the 
patient should stay in bed for a minimum of six 
weeks. After the period of bed rest is over gradual in- 
crease in activity is allowed—so gradually that an- 
other month should elapse before ordinary activity is 
resumed. During the period of convalescence the best 
guide to the amount of activity is the sensation of the 
patient. Any distress provoked by exertion means 
that there has been too much exertion. In high 
strung, nervous patients mild sedation with bromides 
is helpful during the convalescent period. 

The provision of adequate fluid and nourishment 
is an important part of the early management. In the 
first few days it may be necessary to use parenteral 
feedings (such as five per cent glucose in saline, 
intravenously, slowly administered). Some clinicians 
believe that administration of large amounts of 
hypertonic glucose solution given intravenously is a 
valuable adjunct. After the acute symptoms have 
passed give a balanced diet with adequate carbo- 
hydrate foods. Small meals at frequent intervals are 
less likely to throw an extra load on the heart. I 
believe low nutrition diets recommended by some 
to promote a low basal metabolism are illogical. If 
the patient suffers from diabetes a very careful 
dietary and insulin management is needed. Unusual 
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care should be taken to avoid insulin overdosage and 
shock. 

Acute left ventricular failure which follows acute 
dilatation of the left ventricle, is often a character- 
istric part of the picture of acute coronary throm- 
bosis. Its manifestations are severe dyspnea, par- 
oxysmal dyspnea, cyanosis, and moist or sibilant 
pulmonary rales. Morphine is very valuable for this 
complication because it curtails the demands on the 
left ventricle by eliminating anxiety, pain and rest- 
lessness. It also aids by suppression of coughing. The 
administration of oxygen is also of great value for 
this complication. The favorable response which 
usually begins one to three hours after oxygen is 
started may show itself by relief of pain and dyspnea, 
abolition of cyanosis, suppression of Cheyne Stokes 
breathing, slowing of heart rate, improvement in 
pulse volume and heart sound and rising blood pres- 
sure. Oxygen may be given by means of a tent with 
a concentration of about fifty per cent oxygen or by 
nasal catheter supplying six to seven liters per min- 
ute. In the average case it is desirable to keep the 
patient in oxygen for about seven days. The con- 
centration of oxygen should be gradually lowered 
before stopping its use entirely. 

The indication for digitalis in coronary occlusion 
is the same as in other forms of heart disease, namely 
decompensation. It should be used with caution. 
Epinephrin is sometimes used for the pulmonary 
edema or cardiac asthma. Recent studies have shown 
that it is dangerous to use this drug in acute coro- 
nary thrombosis. In the treatment and prevention 
of ventricular tachycardia or ventricular fibrillation, 
quinidine sulphate in doses of gr. 111 every eight 
hours is believed to be valuable in the prevention of 
these complications. Larger doses are used in the 
treatment of ventricular tachycardia, which is one of 
the most serious complications following coronary 
thrombosis. 

There are no surgical or medical measures which 
can prevent a fatal outcome if the heart is ruptured. 

Pulmonary emboli are more commonly associated 
with myocardial infarction than is generally appre- 
ciated. If not too numerous or large the pulmonary 
infarct resolves without therapy. Emboli to peri- 
pheral vessels may necessitate prompt surgical inter- 
ference. If the profundus femoris artery or axillary 
artery is completely occluded gangrene of the ex- 
tremity will ensue unless surgical measures are in- 
stituted. 

The patient recovered from a coronary occlusion 
should be given careful instructions concerning his 
mode of life. In fact it is usually necessary to replan 
the patient's whole existence, particularly since he is 
too apt to be a business or professional man who has 


been used to an unusually active life. His activity 
must be curtailed and he should be encouraged to 
adopt a hobby, preferably one not requiring too 
much exertion. Periods of rest and relaxation are 
essential and in order to obtain these it is often 
necessary to reorganize his business connections so 
that it is no longer necessary for him to carry the 
load which was previously his lot. 


SUMMARY 


Coronary occlusion occurs more frequently than 
is generally suspected, and it frequently masquerades 
under symptoms considered more typical of other 
complaints. 

Careful histories, blood pressure readings and 
laboratory data including  electrocardiographic 
studies are invaluable in the diagnosis of these 
atypical cases. One electrocardiogram which shows 
characteristic changes, of course, establishes a diag- 
nosis, however a single negative graph or a normal 
blood count and blood pressure is not conclusive 
proof that a coronary accident has not occurred, and 
if there is a suspicion of cardiac pathology they 
should be repeated. If only two electrocardiograms 
are feasible these should be spaced at least a week 
apart, and preferably at an even greater interval. 

In treating acute coronary thrombosis it is im- 
portant to remember that we are dealing with more 
than a segment of necrotic heart muscle. Many ab- 
normal physiologic mechanisms follow in the wake 
of the thrombosis and deserve critical consideration 
when we manage this disease. The therapeutic meas- 
ures of greatest value in this condition are: Rest, 
morphine, oxygen, parenteral glucose, and the Xan- 
thine group of coronary dilators. 


The cure of tuberculosis depends more on what -the 
patient has in his head than on what he has in his chest. 
Sir William Osler. 


Sulfanilamide Aids In Ear Treatment—Sulfanilamide has 
proved of definite value in the treatment of inflammation 
of the middle ear, Gilbert E. Fisher, M.D., Baltimore, 
states in The Journal of the American Medical Association 
for June 3. 

In comparing the results in eighty-eight patients re- 
ceiving sulfanilamide and ninety-five not given the drug he 
finds that of the latter patients sixty-six required a mastoid 
operation as against only seven of those given sulfanilamide. 

Four of the ninety-five patients who were not given sul- 
fanilamide had septicemia (bacteria in the blood); three 
of these recovered after operation and one died. None of 
the eighty-eight patients who were given sulfanilamide 
had this complication. 

Of the patients who were not giver sulfanilamide pus 
was discharged from the ears for sixty-five days as com- 
pared to twenty-three days for those receiving the drug. 
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SURGICAL TREATMENT OF 
PROSTATIC OBSTRUCTION* 


A. G. Isaac, M.D. 


Newton, Kansas 

Some years ago there were a great many articles 
written on prostatic resection with reports of many 
series of cases and with all grades of enthusiasm 
about the procedure. The cases reported at that time 
were necessarily done over a period of only a very 
few years, because the procedure was a new one, 
and could not include late follow-up studies. 

In the last few years there has been much less 
written because we are now in a period of digestion 
of all this material and in a period of study of the 
late results by a careful follow-up of these cases. 

One of the purposes of this paper is to briefly give 
my impressions of this subject based on a study of 
the prostate cases operated on since I began doing 
resections five years ago. 

Another reason for writing this is that even dur- 
ing the last year I have received the information that 
many general surgeons and general practitioners in 
our state have emphatically expressed their skepti- 
cism on the whole subject of transurethral resection. 
When one is associated with a group of men who are 
thoroughly sold on a procedure, one may forget that 
there are others who do not feel that way. 

The skepticism, I understand, is based on a fear 
of the inadequacy of the procedure, or a fear of 
complications such as incontinence, extravasation, 
hemorrhage, etc. 

By a careful analysis of my cases which represents 
every case resected and not a selected group, I hope 
to make a small dent in the fears of the skeptics. 

Six years ago when prostatic resections were just 
beginning to be popularized and before I had studied 
the method, I felt that certainly this is an operation 
for the case with a very small obstructing prostate 
or bar, and especially for the feeble old man, but 
that the others no doubt should have prostatectomies. 

After carefully studying the technic and observing 
some of the best men in the country do resections, 

my conception of the applicability of the procedure 

changed. I then felt that it was probably the opera- 
tion of choice in the largest per cent of cases and 
that only in the very large prostates, especially in 
the young good risk cases was prostatectomy indi- 
cated. 

The following are some of the more specific ideas 
on the subject held when I started the work: 


* From the Axtell Clinic, Newton, Kansas. 
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1. From my observation of the best operators, 
resections were easier on the patient than were pros- 
tatectomies. 

2. Less expense was involved because of shorter 
hospital stay. 

3. If this operation was easier on the patient, nat- 
urally more of the poor risks could be operated and 
get relief. 

4. If the operation was feared less, it could also 
be surmised that more patients would seek relief 
earlier. 

5. If it produces less shock, cardiovascular acci- 
dents should be fewer. 

6. Pocsibly complications from infection should 
be less troublesome. 

7. I decided not to do vasectomies unless epididy- 
mitis became too frequent and troublesome a com- 
plication. 

8. By most careful attention to the details of the 
technic described by the teachers who did the pio- 
neering, I hoped to avoid accidents such as inconti- 
nence, extravasation, uncontrollable hemorrhage, etc. 

9. Five years ago the largest number of urologists 
in this country felt that transurethral resection was 
the best treatment for carcinoma of the prostate even 
though it was only palliative. 

10. About bladder stones, I felt that if the calculi 
were large enough to require a cystotomy, it would 
probably be followed by prostatectomy. It happens 
that every one of the 1] cases that I have had with 
calculi were resected 

11. We hoped that by carefully following the 
principles laid down by the pioneers in this work, 
the mortality rate would not be too high. 

12. At that time it was not generally felt that re- 
moval of large amounts of tissue was necessary to get 
good results. This idea has changed completely as 
will be shown later. 

The above are some of the conceptions held five 
years ago. My experience since then consists of oper- 
ations on 108 men. Six of these were prostatectomies. 
They were selected cases and are all living and have 
a good result. On 102 cases transurethral resections 
were done. This is not a large number, but the care- 
ful study of even a small group, especially the fol- 
low-up study (and I have been able to keep track of 
almost every one of these cases) is a definite help in 
determining to what extent the ideas one started out 
with were right. 

Now to go over the points listed above, namely, 
the ideas held five years ago and make my present 
comment on them: 

1. There is no question that a well executed resec- 
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tion causes much less shock and less discomfort to 
the patient than a prostatectomy. 

2. With the usual time in the hospital of ten days 
to two weeks for the case that is in fair general con- 
dition the expense of course is very much less. 

3. In this group there were twenty-two of the 
benign hypertrophy cases, who I feel, either due to 
age or poor condition, could not have stood a prosta- 
tectomy and this does not include any of the “bar” 
cases or carcinomas. All but two of these stood the 
operation all right, and these two are the only two 
postoperative deaths in the series and they will be 
discussed under pyelonephritis. 

4. There were only six patients with early but 
very definite signs and symptoms of obstruction, on 
whom I would have hesitated to advise prostatec- 
tomy, and who I don’t believe would have consented 
to a procedure as formidable as prostatectomy, on 
whom a resection was done, with no complications 
and with excellent results. More cases who would 
have been willing to have an operation were ad- 
vised not to be operated until, or unless, more ob- 
structive signs and symptoms developed. 

5. It happens that there were no postoperative 
cardiovascular accidents in the group of cases in spite 
of the fact that forty-nine were past seventy, four- 
teen past eighty, and two past ninety years of age. 
One of the men past ninety years, a carcinoma case, 
died of a cerebral hemorrhage two months after 
leaving the hospital and it is possible that the opera- 
tion was a predisposing factor. The other man who 
was in his ninety-first year when operated, died of 
pneumonia four years later. Many of the cases had 
hypertension and cardiac pathology. 

6. It is rare for a prostate case to come in without 
some infection in the urinary tract from the kidneys 
down to and including the prostate gland itself. In- 
fection is the greatest single hazard for the prostate 
surgeon. The slightest procedure such as catheteriza- 
tion may flare up a quiescent pyelonephritis. In the 
two postoperative deaths in this group, pyelonephri- 
tis was the major factor. They were both very poor 
risks and completely obstructed, had only moderate 
sized prostates, and it was considered that resection 
would be no more hazardous than cystotomy. But it 
proved to be more than they could stand. One of 
these men died at home six weeks after operation 
and the other one died in the hospital. As stated 
above infection is a definite hazard in any type of 
prostatic surgery, but I believe less so in resections 
than in prostatectomies. 


7. Epididymitis has been a rare complication and 
only one vasectomy has been done in the entire 
group. Two cases came in with epididymitis. Their 
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preoperative preparation was with indwelling cathe- 
ter. The symptoms rapidly subsided and did not flare 
up again after resection. Five cases had a mild epidi- 
dymitis during the postoperative period usually com- 
ing on after the first week. None of them had severe 
pain and they were all treated simply with a sus- 
pensory and none of them had to go to bed because 
of the complication. I still feel that vasectomy is not 
a necessary procedure. 

8. There were no cases of postoperative inconti- 
nence. There have been no cases of extravasation. In 
only one case was there sufficient early hemorrhage 
that the patient was re-examined the same day to 
stop bleeding and this patient recovered. In one of 
the two poor risk cases that died postoperatively and 
described under pyelonephritis, bleeding was also a 
factor. Four of the men had to come back to have 
their bladders irrigated because of late bleeding and 
indwelling catheters were left in for a day or two. 
In none of these was the bleeding excessive nor did 
it prevent a good recovery and a good end result. 

9. There were only seven cases of carcinoma in 
this group. Four of these have died. The first one died 
after six months, the second after one year, the third 
after two years, and the fourth, a man of ninety-two, 
died of a cerebral hemorrhage two months after oper- 
ation. None of these men developed an acute reten- 
tion and only one of the four, the one who lived two 
years, had troublesome obstructive symptoms before 
he died. 

The other three are living two and one-half years, 
fourteen months and twelve months after resection. 
The man who has now gone two and one-half years 
since his first operation, developed an obstruction 
one year after the first resection, so he was resected 
again and now is still feeling well and working on 
his farm one and one-half years after the second 
resection. The other two are reported to be getting 
along well to date. 

Since radiotherapy has so little to offer in carci- 
noma of the prostate and radical prostatectomy is 
too formidable a procedure for the usual case, re- 
section and permanent cystotomy are the only alter- 
natives. Resection leaves the patient with a normal 
urinating apparatus and is the procedure of choice 
even though it may have to be repeated. 

10. There were eleven cases with bladder cal- 
culi. In five lithopaxy was done and in six cystotomy. 
It happens that none of these cases had very large 
prostates and therefore were all resected, even though 
preliminary cystotomies had been done on half of 
them. Two of the early cases, both very poor risks, 
had a persistent suprapubic sinus until sufficiens 
tissue was removed at a second ‘resection. Resection 
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following cystotomy is perfectly satisfactory if suffi- 
cient tissue is removed to relieve the obstruction. 

11. The postoperative mortality in this group con- 
sists of two cases (about two per cent) which have 
already been described under item six, since the 
chief factor in the cause of both deaths was pyelo- 
nephritis. There was no chance to select cases but 
they were taken just as they came into our clinic and 
as noted under item three, a good per cent were poor 
risks. By careful attention to the details in the man- 
agement of these cases transurethral resection is a 
safe procedure. 

12. The removal of adequate amounts of tissue 
is absolutely essential to good end results and if sev- 
eral resections are necessary to attain this end, they 
should be done. As experience increases more tissue 
can be resected at one sitting. 

In this group six patients had three resections 
twelve patients had two, and eighty-four one. The 
largest amount removed at one operation was fifty- 
three grams and the largest amount in one patient 
eighty-four grams. Excluding the “bar” cases and 
the carcinoma cases, the average amount of tissue 
removed per patient was 22.5 grams. The present 
trend with all men who are doing resections is to 
take out more tissue than was done a few years ago. 
The final functional result in practically all of the 
cases in this group, and this includes the patients’ 
opinions too, was very satisfactory. 


CONCLUSIONS 


In my opinion, prostatectomy should be done in a 
few more of the cases with the larger prostates than 
was done in this group. If the man with a good sized 
prostate is in good general condition, prostatectomy 
is the best procedure because it most thoroughly ac- 
complishes the desired end, namely sufficient removal 
of obstructing tissue. In the 108 cases only six had 
prostatectomies. There are from seven to ten more 
of the cases with the large glands, and whom I believe 
could have stood prostatectomy, who would have 
been saved a later resection if their gland had been 
removed. Infected retained prostate tissue is prob- 
ably responsible for most of the late bleeding attacks 
and for persistent dysuria. 

The reason for not doing prostatectomies on a few 
of the cases was that they insisted on a resection, and 
when there may be some question in our own minds 
as to the procedure of choice, one may occasionally 
be justified in taking the patient’s wishes into con- 
sideration. One of my early cases had waited three 
or four years for the perfection of what he called the 
electrical operation, because several of his friends 
had not done well after prostatectomy. It was useless 
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to talk prostatectomy to him. With two resections at 
his first hospital stay and a third at a later date and 
with the removal of a total of eighty-four grams, he 
got a good result, but probably prostatectomy would 
have been the better procedure in his case. At the 
present time, fewer patients insist on a certain pro- 
cedure but are willing to leave these details to me. 

The largest number of cases of course do not have 
the very large prostates and I see no excuse for sub- 
jecting a man with a small or moderate sized ob- 
structing gland to prostatectomy when a resection is 
such a very benign and effective procedure and is so 
much easier on the patient, physically and financially. 

The poor risk patient with a large prostate is best 
handled by several resections with as much time as 
needed in preparation and between the operations. 
Suprapubic drainage either by the classic cystotomy 
or by a small tube put in through a trocar is some- 
times very desirable. 

The general safety of transurethral resection is 
shown by the low mortality in the thousands of cases 
reported. My judgment, based on experience in 102 
cases and the judgment of men in our clinic who 
have gone through many years of experience with 
prostatectomy is that the procedure is much more 
benign than prostatectomy and the end results have 
been equally satisfactory. 


A PEDIATRIC PROGRAM FOR 
THE FAMILY DOCTOR* 


M. G. Peterman, M.D. 


Milwaukee, Wisconsin 


When the family doctor delivers a baby he holds 
a place in that family circle which no other human 
is privileged to have. If he realizes and accepts his 
full responsibility, no one can ever come between 
him and his patient. It is the family physician's duty 
after his first examination of the pregnant woman to 
explain the value and importance of periodic exam- 
inations during pregnancy. The expectant mother 
will be as interested in the health of her unborn baby 
as she will in her own welfare, and here lies a long 
neglected and unusual opportunity for the physician. 
If he convinces the mother that he will exert every 
effort and the latest medical knowledge to help her 
deliver a healthy, normal baby fully prepared to meet 
the demands of life, that baby’s future will be placed 
entirely in his hands. If the family physician is not 
willing or prepared to accept this responsibility, he 
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cannot complain if the mother looks elsewhere for 
advice. The family physician cannot be a specialist, 
but he certainly should be qualified to do a normal 
delivery and to supervise the care, growth, and de- 
velopment, and immunization program of the nor- 
mal child. 

The practice of medicine today has become to a 
large degree the prevention of disease. Large insur- 
ance companies, large industrial organizations, and 
most of the educated public have learned the value 
of periodic examination, routine immunization, 
properly balanced diets, and healthy living. The 
large organizations and the various governmental 
agencies are spending millions of dollars to teach 
preventive medicine and to develop the various con- 
tributions to medical science made by physicians. The 
family physician seems to be the last one to become 
educated in this field. He has stood idly by while 
the various agencies have usurped his place and lured 
his patients into prenatal clinics, baby clinics, pre- 
school clinics, parent-teacher’s roundups, school 
clinics, anti-tuberculosis clinics, heart clinics, psy- 
chiatric conferences, adjustment conferences, and so 
ad infinitum. None of these various activities could 
function without patients, but no intelligent, loyal, 
properly instructed parent would allow a strange 
nurse to take her child to a strange doctor and away 
from her family physician without his knowledge 
and consent. We must have an adequate public health 
program which will insure proper supervision and 
adequate medical care for the children of the indi- 
gent and the indifferent, but the well-informed fam- 
ily doctor will provide the necessary medical super- 
vision of his private patients and will leave little for 
the crusading health agencies to garner. While the 
various public health organizations will have better 
advertising facilities and fewer scruples about using 
them, the family doctor has the first opportunity and 
the most intimate and confidential relationship with 
his family. If he is prepared to advise his patients, 
the radio and newspaper doctors will have little in- 
fluence and the drug store windows small appeal. 

About half of the child’s health and character are 
determined by his heredity. The foundation of the 
coming baby’s health is built during pregnancy. The 
enamel for the deciduous teeth is laid down in the 
third month, that for the permanent teeth is depos- 
ited in the ninth month of pregnancy. A reserve of 
iron is deposited in the liver during the last three 
months of pregnancy to furnish hemoglobin for at 
least the first six months of life. Thus the mother’s 
nutrition must provide an adequate supply of cal- 
cium and iron for herself and for her fetus. It must 
also include an abundant supply of vitamins, par- 
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ticularly vitamins A, B complex, C, D and K. These 
can be bought cheaper in the grocery than in the 
drug store. The mother’s thyroid gland must func- 
tion properly and there must be sufficient iodine in 
her diet for the fetus. The infant will then be born 
with a normal reserve of iron, calcium, iodine, vita- 
mins, sugar, and healthy blood to begin a normal life. 

The baby’s next problem is to command some 
of the doctor's time. It is almost the rule in the home 
and even in the hospital for the doctor who does the 
delivery to hand the child over to the grandmother 
or the nurse and then devote the rest of his time to 
the mother. After the baby is bathed and wrapped 
up, in the majority of cases, he is never again un- 
dressed for examination unless he stops breathing, 
or turns blue, or cries incessantly. It is the physician's 
duty to devote some of his time to a careful and com- 
plete examination of the new baby. For some reason 
or none most physicians wait for the grandmother 
or the nurse to call their attention to abnormalities 
or deformities in the newly born infant. The physi- 
cian must determine before delivery if he expects a 
premature or even immature infant. If so, provision 
must be made beforehand for his care. This includes 
provision for heat and humidity. The body tempera- 
ture must be kept between 99 and 100 degrees F. 
The humidity should be kept between fifty and 
seventy-five per cent. Immediate care of the prema- 
ture will reduce the mortality from seventy-five to 
twenty-five per cent or even less. The newly born 
infant must be examined immediately to see if he 
cries and is breathing properly. If his lungs are not 
fully expanded the physician has twenty-four to 
forty-eight hours to provide adequate expansion by 
any means available. Mouth to mouth breathing, 
carefully done, is usually sufficient; ninety-five per 
cent oxygen and five per cent carbon dioxide by in- 
halor is preferable. The heart must be examined to 
detect congenital deformities. Next, the infant's color 
must be noted to recognize congenital anemia, jaun- 
dice, or cyanosis. A yellow vernix caseosa and an 
abnormally large placenta in a jaundiced baby denote 
erythroblastosis fetalis or icterus gravis. A waxy pale 
infant denotes probable congenital anemia. A dif- 
ferential blood smear will settle the diagnosis im- 
mediately and prompt transfusions of whole blood 
will save lives. A delay of twenty-four hours may be 
fatal. 

A drowsy or comatose infant may indicate nembu- 
tal or a related drug used during delivery. Oxygen 
and carbon dioxide may be necessary to establish 
respiration. The next baby will probably not be de- 
livered by this same doctor with these drugs. Coma, 
convulsions, and cyanosis, particularly after a long 
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second stage or a difficult delivery, may be symptoms 
of intracranial hemorrhage or injury. This infant 
should have a spinal puncture. If the fluid is bloody, 
the spinal drainage should be repeated every six or 
twelve hours until it is clear. The infant should be 
placed with his head elevated and covered with an 
ice cap and he should not be disturbed. The feedings 
should be given with a dropper or by gavage. 

Cyanosis in the newborn infant is due to atelecta- 
sis, intracranial injury, congenital heart disease, or 
drugs given to the mother. The treatment of these 
conditions has been discussed. 

The infant is next examined for anomalies or de- 
fects. A mongoloid idiot should be detected at birth, 
and the physician should recognize the condition 
before the mother does. Treatment is, of course, of 
no avail, but the blow may be softened for the 
parents. A cretin should also be recognized at birth 
and dessicated thyroid gland must be started early. 
Examination must be made for an imperforate anus. 
The treatment requires expert surgery, not a blind 
incision. 

A congenital hydrocephalus is easily detected, and 
an examination should be made for spina bifida and 
meningocele. 

An Erb’s palsy should be recognized and treated 
immediately. A club foot or a dislocated hip should 
be promptly recognized and treated. These deformi- 
ties, if properly treated early, may be completely 
corrected. The results of later treatment are much 
less satisfactory. The neck should be examined for 
torticollis or for fistulae or bronchial cysts. 

The infant should be given a formula when he 
is twelve hours old. There is nothing to be gained 
by feeding sugar mixtures in the first twenty-four 
hours. The initial weight loss is physiologic and is 
best treated by twelve hours of neglect. The infant 
may be given boiled diluted cow's milk or diluted 
evaporated milk and corn syrup. The physician need 
not advertise any particular brand of canned milk 
or syrup. It is more important that he regulate the 
dilution and caloric requirement. When the breast 
milk appears the formula may be continued to com- 
plement the breast as long as necessary. The prema- 
ture infant should be fed after six hours. He must 
be fed a concentrated formula every one or two 
hours. He must be given cod liver oil and iron early 
and regularly. 

The newborn infant should be re-examined before 
he is discharged from the hospital or from the physi- 
cian’s care. Particular attention should be directed 
to the skin for evidence of impetigo or eczema. 
Routine circumcision of the male infant is uncalled 
for. The surgically minded physician should find 
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some other indication. At this time the mother must 
be given detailed instructions in nursing care, hy- 
giene, and feeding. At the same time the parents 
must also be educated to the advantages of periodic 
examination and supervision of the infant. In my 
practice I can prove that parents who bring their 
infants to the office for routine periodic examination 
and immunization spend far less for medical care 
than do those who call only when the child has de- 
veloped an illness. The mother is instructed to bring 
the child into the office every month for the first year. 

At the first month I look particularly for defects 
which may not have been recognized before. The 
infant is first weighed and measured. He is then ex- 
amined for the abnormalities noted above. An Erb’s 
palsy may now be detected for the first time. An 
umbilical hernia may now be strapped. If it is kept 
strapped, it will usually close. At this time the ques- 
tion of breast or artificial feeding will have been 
decided. Cod liver oil and orange juice are now 
started. 

At the second monthly visit I note particularly 
the gain in weight and length, and the mental de- 
velopment. The infant should be able to hold his 
head up. If he looks pale a blood count should be 
done, at least a hemoglobin determination. The eyes 
should now focus. Eczema may make its first appear- 
ance. 

At the third month I advise immunization against 
pertussis with the concentrated vaccine. Whooping 
cough is the most serious infectious disease in the 
first two years of life. It carries the highest mortality 
and morbidity. Treatment is of little avail. The only 
drug of value is codeine in large doses. Therefore, 
in the face of this situation, any preventive measure 
which is first of all harmless and secondly, offers a 
high percentage possibility of prevention or even of 
modification of the disease deserves adoption. The 
earlier the vaccine is given the better. I give infants 
the double concentration vaccine, 1 cc followed in 
one week with 114 cc followed in another week with 
114 cc. 

At four months most of my infants have doubled 
their weight. I now look particularly for evidence of 
rickets, i.e., pallor, head sweats, thickening of the 
costochondral junctions, etc. Cereal is now added to 
the diet to replace one milk feeding. 

‘At five months I look again for rickets and anemia. 
A second cereal feeding is added. 

At six months most infants should sit alone. Vege- 
tables may now be added to the diet. 

At seven months I vaccinate the infant against 
small pox. I do not vaccinate the newborn infant 
because the results are often unsatisfactory and not 
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effective. I do not vaccinate infants with eczema 
until the skin is clear. 

At eight months I put the infant on whole milk, 
either evaporated or boiled. No child should ever 
be given raw milk. Boiling for five minutes makes 
a milk sterile and easy to digest. Boiling also homo- 
genizes milk and makes a soft curd, whether these 
factors have any great value or not. Promotional 
advertising and ambitious young doctors have added 
vegetables and cereals to the infants’ diets much 
earlier. Fortunately most infants can tolerate almost 
any food, but they will get along better and make 
as good development without crowding. A gradual 
introduction of new foods will provide variety and 
interest throughout many months and will prevent 
many feeding problems and much allergy. 

At the ninth month I give the infant his first in- 
jection of diphtheria toxoid (1 cc). This should not 
be given earlier because most infants carry over a 
natural immunity until this time, and early artificial 
immunization will result in a higher percentage of 
failures. The alum precipitate toxoid produces too 
much pain and too many nodules. The percentage of 
subsequent negative Shick tests is only about seventy- 
five. 

At ten months almost all of my infants have tripled 
their birth weights and are able to stand. A delay 
in development must be carefully investigated. Par- 
ticular attention must be paid to the hips and the 
feet. 

At eleven months the second injection of diph- 
theria toxoid (1 cc) is given. After two months a 
Shick test must be done to be sure of protection. 
With two injections of toxoid at two or three month 
intervals about three per cent of the infants will 
show a positive Shick test. A third injection of toxoid 
will usually produce a negative test. At one year the 
child is re-examined for normal growth, develop- 
ment, and nutrition. He should walk, say a few 
words, and have good coordination. A urinalysis 
should be done or repeated if it has been done before. 
The mother is now advised to have the small pox 
vaccination repeated every five years to keep the 
immunity. Regular revaccinations will produce only 
immune reactions and no “takes.” She is also advised 
to have the Shick test repeated every five years. The 
child is now given more solid foods and three meals 
a day. The mother is advised to return every three 
months for the second year and every six months 
thereafter. 

Attention is now directed to posture and feet. 
Fatigue posture is corrected by prescribed exercises. 
A tendency to flat or pronated feet is treated with 
corrective shoes and later with foot exercises. 
During this entire period of prevention and peri- 
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odic examination the mother is instructed to bring 
her problems to her family doctor. If he has been 
thorough and conscientious she will do so. New 
ideas, newspaper campaigns, food fads, new or ad- 
vertised immunization programs will be first pre- 
sented to the child’s doctor where they belong. The 
doctor will decide when and how his patient shall 
be treated. It is of much greater value to the child 
and his family that a record of the child's immuniza- 
tions shall be kept on file in the doctor's office than 
for statistics to be accumulated in the city hall. 

The net result of this program will be an increas- 
ing, loyal, and devoted practice of healthier mothers 
and children. Small pox and diphtheria will be ban- 
ished. Whooping cough will be rare and if it occurs 
it will be mild. Measles and scarlet fever will be 
modified and mild because they will be treated early. 
Deficiency diseases and undernutrition will be rare 
and the older standards for normal growth and de- 
velopment will be totally inadequate. The ambitious 
family doctor will accumulate a set of records which 
will provide him with an endless amount of material 
for clinical investigation and illuminating reports. 


PRIMARY SARCOMA OF THE 
LUNG WITH BRAIN 
MET ASTASIS* 


Ralph C. Ellis, M.D. 


Kansas City, Kansas 


Primary sarcoma of the lung is a tumor of rare 
occurrence. Although Adler’ in 1912 was able to col- 
lect ninety cases from the literature, Ewing* states 
that only a minority of these cases were well enough 
authenticated to prove the diagnosis. Bell?, in re- 
viewing the English, French, and German literature 
from 1900 to 1931, was able to find only thirteen 
instances in which the diagnosis was satisfactorily 
established. In a series of 7,272 autopsies performed 
by the Department of Pathology of the University 
of Kansas Hospitals, there have been thirty-eight 
cases of primary malignant tumor of the lung, or an 
incidence of 0.52 per cent. There has been, however, 
only one case of primary sarcoma, with the inci- 
dence of this tumor 0.014 per cent. 

Many of the tumors which in the past were diag- 
nosed primary sarcoma of the lung have since been 
shown to belong to the class of undifferentiated, or 
oat cell carcinoma, originating in the bronchi. This 
type of carcinoma, which resembles a sarcoma grossly 
and histologically, occurs much more frequently than 


*Department of Pathology, University of Kansas School of 
Medicine. 
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the sarcoma, and must be ruled out if the diagnosis 
of sarcoma is to be made. Another stumbling-block 
in the diagnosis is the fact that sarcomas arising in 
other parts of the body very requently metastasize to 
the lungs, giving rise to secondary tumors which 
may easily be mistaken for primary growths, espe- 
cially if the original tumor is small or has previously 
been removed. The case described below also illus- 
trates the fact that a primary malignancy of the lung 


Fig. 1. Sketch of vertical section through right lung 
showing: (a) primary tumor, (b) metastasis in hilar lymph 
node. 


may not be recognized clinically, but may manifest 
icself first by its distant metastases. 

Case Report: J. H., white male fifty-one years of 
age, American, salesman by occupation, was ad- 
mitted to St. Margaret's Hospital October 16, 1938, 
complaining of paralysis of left arm and convulsions. 
Symptoms first appeared three weeks before admis- 
sion, with paralysis of second and third digits of left 
hand, gradually progressing to all the digits, hand, 
and forearm, but without sensory impairment. One 
day before admission, while driving his car, he felt 
a tingling and quivering of the muscles of the left 
forearm, after which the left thumb began to jerk. 
The hand, forearm, arm, head, and neck became suc- 
cessively involved in a clonic convulsion. He did not 
lose consciousness, but could not speak, and had 
difficulty in breathing. He was able to continue driv- 
ing his car across a bridge and stop, and was helped 
home by a passing motorist. The next day, he had a 
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similar attack, and was brought into the hospital. 
The past history was negative, except for a short 
period of night sweats, fever, and cough two years 
before. There was no history of surgery, and no his- 
tory could be elicited of removal of any moles, warts, 
or other tumors. 

General physical examination, including eye 
grounds, heart, lungs, and abdomen, revealed no ab- 
normality. The blood pressure was 120/58. Neuro- 
logical findings included motor paralysis of left fore- 
arm and hand, hypesthesia of the same area, and bi- 
laterally positive Babinski sign. X-ray showed the 
pineal body shifted to the left. Laboratory examina- 
tions were otherwise negative. A tentative diagnosis 
of brain tumor was made. On October 17, the patient 
had two seizures similar to those described in the 
anamnesis, except that they also involved the left 
leg. Weakness, lethargy, and muscular twitching 
progressed without further convulsions until Octo- 
ber 24, when a burr-hole craniotomy was performed 
in the right parietal bone over the arm center of the 
right Rolandic gyrus. A tubular biopsy was taken, 
and smears of the tissue showed highly malignant 
neoplastic cells. The histologic report on paraffin 
sections of this tissue was “metastatic spindle cell 
sarcoma.” The wound was closed without any at- 
tempt to remove the tumor. The patient's tempera- 
ture rose to 102 degrees, and he expired eight hours 
after the operation, without regaining consciousness. 

Autopsy showed a well developed, well nourished 
white male with no signs of weight loss or muscle 
atrophy. A short, freshly sutured incision was seen 
in the right parietal region of the scalp. Examination 
of the lungs revealed a tumor mass located just under 
the pleura of the right middle lobe in the anterior 
axillary line. It was fairly well circumscribed, oval 
in shape, measuring 8 x 5 x 5 cm. in size, and rather 
soft and friable in consistency. The cut surface pre- 
sented a uniform, light gray, very cellular appear- 
ance. At one point, the tumor was seen to have grown 
into the lumen of one of the smaller branches of 
the pulmonary vein. At the hilum of the lung, just 
beneath the bronchus of the middle lobe, was found 
another tumor mass, evidently situated in a lymph 
gland. This was oval in shape, 3 x 2 x 2 cm. in size, 
and of the same friable, cellular structure as that 
of the larger mass. It had eroded the bronchus, and 
a nodular, fungating mass could be seen projecting 
into the lumen, but not obstructing it. The spleen 
was hyperemic and congested. The liver showed some 
yellow mottling, suggesting fatty change. The blad- 
der was markedly distended, containing 1000 cc. of 
urine. The brain weighed 1700 gm. The right pa- 
rietal lobe, in the region of the precentral gyrus, 
showed a round, discolored area three cm. in di- 
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ameter, which bulged slightly above the surrounding 
brain. It was soft, cut easily, and was found to be an 
almost spherical mass of soft, gray, friable tissue, 
well circumscribed and easily separable from the 
brain tissue. Surrounding it and penetrating the 
brain substance internal to it was a considerable 
area of fresh hemorrhage. Small hemorrhages were 
also found in the pons and along the aqueduct of 
Sylvius. 

Histological study showed an identical picture in 
the masses from the lung, hilar lymph node, and 
brain. The tumor was made up of very dense sheets 
and masses of small, interlacing, dark-staining, 
spindle-shaped cells with little or no stroma, and 
showing considerable cell variation with many mi- 
toses. It was exceedingly vascular, showing numbers 
of small, thin-walled blood vessels, the tumor cells 
lying directly on the endothelium. Many areas of 
necrosis were present in the tumor. No definite cap- 
sule was present, and the tumor was seen to be in- 
vading the surrounding tissues. A section stained by 
the Wilder silver impregnation method showed a 
fine fibrillar reticulum between the individual cells, 
a finding characteristic of connective tissue tumors, 
and absent in those of epithelial origin. 

Anatomical diagnosis: Primary spindle cell sar- 
coma of the lung with metastasis to the hilar lymph 
nodes and to the brain, cerebral hemorrhage, pontine 


Fig. 2. A. Section of lung: (a) normal lung tissue, (b) sarcoma. 
(x90). C. Section showing relation of tumor cells to blood spaces. 


method showing reticulum between cells. (x450). 
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hemorrhage, fatty change in the liver, acute splenitis, 
acute distention of the bladder. 


Comment: Since primary sarcoma of the lung is 
rare, every other possibility must be eliminated be- 
fore making the diagnosis. It is especially important 
to consider the oat cell carcinoma here, because of 
the metastasis to a hilar lymph node. However, in 
this case, it is felt that the diagnosis of sarcoma is 
justified because (1) the tumor was located at the 
periphery, whereas carcinoma is most often found 
near a large bronchus at the hilum; (2) it had a defi- 
nite spindle cell structure; (3) the tumor cells lay 
directly on the endothelium of the blood vessels and 
vascular spaces; (4) a fine reticulum was found be- 
tween the individual cells; (5) metastasis to the 
brain occurred by way of the blood stream. It is 
further believed that this tumor was primary in the 
lung because the history, physical examination, and 
a complete autopsy failed to disclose any other source. 
It seems probable that the tissue of origin was the 
stroma of the lung framework. 

Summary: In a series of 7,272 autopsies, one case 
of primary sarcoma of the lung is found, the inci- 
dence of this tumor being 0.014 per cent. 

In this case, diagnosis of brain tumor was made 
because of history of progressive paralysis of left 

(Continued on page 254) 


(x90). B. Section showing spindle cell architecture of sarcoma. 
(x90). D. Section stained by Wilder silver impregnation 
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PRESIDENT’S PAGE 


To the Members of The Kansas Medical Society: 


I would like to speak to you this month in the form of a report to you of a 
visit I made to the American Medical Association meeting in St. Louis. I 
visited the American Medical Association meeting many times but it is only 
twice that I have had the pleasure of an entree to the meeting of the House of 
Delegates. The House of Delegates is really the official governing body of the 
Association. It elects the trustees, elects the officers, determines all policies and 
is really a very powerful influence inasmuch as it speaks for considerably over 
one hundred thousand doctors. The House of Delegates was actually in session 
for more than one-half of the time of the meeting in St. Louis. During the 
hours that it was not in actual session many of its members were engaged in 
committee meetings or committee hearings on various subjects of vital interest 


to the profession. 


Perhaps the most important committee was the one which conducted the 
hearing and wrote the report on the Wagner Act. Our state was represented on 
this very important committee. The report of the committee was brought in 
late Wednesday afternoon and after considerable discussion passed the House 
of Delegates without a descending vote. A copy of this report is published in 
this issue of the Journal and should be read carefully by each and every member. 
The report officially outlines the policy of the American Medical Association 
with reference to the very important matters proposed by the Wagner Act. It 
would be well for every member to inform himself on the attitude of the 
American Medical Association on this very important subject. 


One is impressed by the very earnest interest shown by the members of this 
House of Delegates. One comes away with a feeling of confidence in the 
future of the profession because of the careful, deliberate and thoughtful study 
that is being made by these various committees of the questions which so 
seriously concern all of us. 


I thank the membership of The Kansas Medical Society for an opportunity 
to have attended two such important sessions as the two I have attended within 
this last year. May I assure you that your delegates are earnestly and intelligently 
representing you and the Society. A vote of thanks is due both Dr. Hassig and 
Dr. Snyder for the very keen interest they are taking in their responsibility as 
delegates. We must all maintain our interest in the American Medical As- 
sociation, study the proceedings of the House of Delegates and have confidence 
in their judgment. 


C. C. Nesselrode, M.D., 


President. 
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EDITORIAL 


CHARLES H. MAYO, M. D. 


The death of Charles H. Mayo last month was 
mourned by thousands of physicians and patients 
everywhere who had come under the spell of his 
kindly personality. 

As co-founder of the Mayo Clinic, his name will 
not be forgotten as long as that famous institution 
survives. Although his advancing years and ill 
health had for several years stopped his operative 
work, many of our readers will recall his sound 


surgical judgment, honest workmanship, and wide 


knowledge of surgery. 

Although he had been the recipient of so many 
honors that it requires two galleys of Who's Who 
to list them all, he remained approachable, kindly 
and totally unaffected. Dr. Charley was a great 
doctor and a great man whose life well illustrates 
what may be accomplished in a land where free 


enterprise holds sway. 


ST. LOUIS A. M. A. 


The recent meeting of the American Medical 
Association at St. Louis will be remembered as one 
of the most successful in its history. The central 
location contributed in making this a truly repre- 
sentative gathering from all parts of the country. 

The outstanding feature was the scientific ex- 
hibits which in numbers and interest surpassed all 
former efforts. 

The action of the House of Delegates in going 
on record as opposing the Wagner Bill will meet 
with the approval of a majority of the members, 
since it is the entering wedge of a long range pro- 
gram for government control of medicine. The 
defeat of this measure will make it necessary for 
local taxing units to amplify their programs where 
the care of the medical indigent is inadequate. 


THE DOCTOR OF THE FUTURE 


A young medical graduate recently applied at a 
university for a fellowship in surgery and was 
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refused. The real reason for this refusal lay in his 
having taken a Master's Degree in economics and 
later turned to the study of medicine. It was con- 
sidered that he betrayed too great a division of 
interest to devote whole-hearted concentration to 
advanced medical study. 


This may be an exceptional incident but it illu- 
strates a point of view to be avoided by admission 
officers of medical schools. 


President James P. Conant, of Harvard, has re- 
cently proposed that colleges and medical schools 
acting together shouid consider the scientific, pro- 
fessional and liberal education of the future doctor. 
He suggests discarding the old concept of four 
years scientific and liberal education followed by 
four years of professional training. In place of 
this he would regard the whole eight years as a 
unit with the aim of producing a balanced intel- 
lectual diet suitable to each students’ talents and 
interests, in the hope that the goal may be reached 
of turning out both well trained doctors and edu- 
cated men. 


Modern educational ideals are reflected in President 
Conant’s suggestion. Colleges and medical schools 
are equally responsible for a lack of definite edu- 
cational requirements for entrance to medical school. 
In a desire to shape pre-medical work for acceptance 
in a medical school, there is a predominating ten- 
dency among colleges to crowd in a large number of 
credits in science solely for the effect upon admission 
authorities of the medical schools. The scientific 
courses should depend upon the intention of the 
student, his aptitude and capabilities. 


These factors can be quite accurately estimated 
early in the college course. If the last two years of 
high school are taken into account, a still more ac- 
curate estimation should be made. The importance 
of pre-medical education is such that it is not 
asking too much of educators that a coordination 
be effected between high school, college and medical 
school authorities to the end that the student may 
have the solicitude and guidance which will result 
in earlier registration in medical schools, with the 
far less likelihood of failing to meet the quali- 
fications. Under such an arrangement the failures 
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should be discovered long before the candidate is 


through college. 


It is essential that the future doctor receive an 
education qualifying him as an educated man as 
an important part of his preparation for any field 
of medicine. Otherwise, he will be limited in his 
usefulness as a citizen and as a doctor. He may be 
highly trained in the science of medicine and possess 
fine humanitarian impulses, but if his emotions be 
not directed by a knowledge of psychology, sociology, 
economics and other subjects basic to a wide under- 
standing of life, he is likely to be defeated through 
lack of direction in his effort. 


No plan can be set down as the best for the 
present and future needs in education for the study 
of medicine. Progress comes from recognizing exist- 
ing error and inadequacy. The adventure of ex- 
perimentation must be entered upon for the de- 


velopment of new methods. 


APPENDICITIS MORTALITY RATE 
IS CALLED A NATIONAL 
CHALLENGE 


The death rate in the United States from ap- 
pendiictis is a challenge to the medical profession 
and the American people, The Journal of the Ameri- 
can Medical Association for May 20 declares in an 
editorial. 


It points out that despite adequate knowledge and 
technic now available, the mortality rate from acute 
appendicitis has been steadily rising during the past 
few decades. 


The two factors most responsible for the increas- 
ing mortality, the significance of which the public 
should be made to understand, are the increasing 
use of cathartics for abdominal pain and the delay 
in the diagnosis and treatment of acute appendicitis. 
“Both factors are associated when any one goes to a 
drug store for relief from a ‘belly ache’ and indulges 
in catharsis,” The Journal states. “This point must 
be repeatedly emphasized; those with abdominal 
pain must be warned repeatedly against the dangers 
of the great American habit of purgation. 
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“The data illustrating this increasing mortality are 
not difficult to find,” the editorial continues. “The 
experience of individual states has been particularly 
striking. For Massachusetts, Reginald Fitz, M.D., 
Boston, presents data which show a sharply increas- 
ing mortality curve from 1908 to 1932. He states 
that, whereas in 1900 only 243 patients died of acute 
appendicitis, by 1936 it had risen to 490; there was 
a higher peak in 1930, when the deaths totaled 610. 
J. S. Horsley, M.D., Richmond, for the state of 
Virginia quotes similar statistics; he notes that the 
death rate from appendicitis rose from 64 per 
hundred thousand in 1913 to 11 in 1930; it was 
10.1 in 1935. Startling data have recently been re- 
ported by Shepard Krech, M.D., New York, who 
points out that in six large American cities the 
mortality rate from appendicitis has increased in 
one year from 14.3 per hunred thousand in 1935 to 
17 in 1936. In one metropolis the rise was more 
pronounced, from 14.5 to 23.5 deaths per hundred 
thousand. These figures are from cities having ample 
hospital facilities and grade A medical schools; 
obviously these advantages are not being fully uti- 
lized. 


“H. W. Hudson Jr., M.D., Brookline, Mass., has 
pointed out that, of every twenty children who die, 
one dies of acute appendicitis. Indeed, the large 
proportion of the deaths in this disease unfortun- 
ately occur in children and young, healthy adults, a 
factor which makes the challenge even more alarm- 
ing. In the entire United States more than 16,000 
deaths are recorded as produced by appendicitis in 
1936; this is a total 50 per cent greater than all the 
deaths due to pregnancy and childbirth in the same 
period. In several communities the problem has been 
considered important from the public health point 
of view and vigorous educational campaigns and 
propaganda have been instituted in order to educate 
the public to help meet this challenge. 

“Appendectomy in itself is associated with a mor- 
tality which is practically nil. The deaths which 
occur from acute appendicitis are found only in 
those patients in whom a peritonitis has developed 
from perforation of the appendix. 

“Early diagnosis, once the public is educated, lies 
of course in the hands of the general practitioner. 
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Early diagnosis is not particularly difficult and if 
followed by prompt appendectomy results in an 
almost 100 per cent recovery. Unfortunately, this 
teaching in recent years has received a setback by 
the resurrection of the 40 year old Ochsner or de- 
layed operative treatment. This swing of the pen- 
dulum has been initiated by surgeons; they have 
done so, however, only as a method of reducing the 
high mortality in patients past the stage of early 
diagnosis and who are already suffering from perito- 
nitis. Unfortunately, this teaching, though applied 
by surgeons to a relatively limited group of patients, 
has produced in the minds of many physicians a 
change of attitude toward treatment of al! types 
of acute appendicitis. There has been a tendency 
to postpone operative treatment in all cases instead 
of urging appendectomy promptly after the onset 
of the disease. 


“Hudson found in 100 consecutive admissions for 
acute appendicitis at the Boston Children’s Hospital 
that only twenty-eight patients were sent to the hos- 
pital within twenty-four hours of the onset of pain; 
significantly all but one recovered rapidly after ap- 
pendectomy. It was entirely among the remaining 
seventy-two who entered the hospital more than 
twenty-four hours after the onset that complications 


and death occurred. 


“Robert Elman, M.D., St. Louis, in a study of 


peritonitis from ruptured acute appendicitis at St. 
Louis Children’s Hospital, has emphasized that the 
delayed operation should be reserved for a small 


group of patients. 

“Reports in surgical literature do not change but 
really reinforce the significance of this teaching. The 
surgecn when he writes of delayed operation in cases 
of appendicitis refers only to those with peritonitis, 
cases in which peritonitis should really never have 
been permitted to develop. The challenge of ap- 
pendicitis does not concern the treatment in this 
group; indeed, it concerns the problem of eliminat- 
ing this group. When all cases of acute appendicitis 
are recognized early and operation is performed 
early, no one need die of the results of this disease. 
Fitz concludes his current paper before the American 
College of Physicians with this statement: 


“Appendicitis, in spite of being a fashionable and 
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well studied disease for more than fifty years, con- 
tinues to slap our faces insultingly. It is easily 
recognized. Its treatment, on the whole, is satis- 
factory, yet it continues to kill each year an un- 
necessary number of people.’ ” 


CANCER CONTROL 


CANCER OF THE BODY OF THE 
UTERUS AND OF THE 
FALLOPIAN TUBES* 


Harold V. Holter, M.D. 


Kansas City, Kansas 


Adenocarcinoma is the most common malignancy 
of the body of the uterus because the lining cells 
are of the columnar type. Occasionally a squamous 
cell carcinoma occurs, probably arising from the 
cervix. 

The incidence of cancer of the body of the uterus 
to cancer of the cervix is approximately one to 
fifteen. 

Etiology. Cancer of the fundus uteri occurs in 
the presence of hyperplasia of the endometrium. It 
is a disease of the menopause, occurring rarely before 
the thirty-fifth year. There are two factors involved. 
Chronic irritation undoubtedly plays some part. 
Endocrine changes enhance cancer development. 
Erratic cell activity frequently occurs during the 
hyperplastic changes of the menopause. The endo- 
crines are erratic during the menopause and must 
influence cell activity. 

Pathologic Types. The early type is simply the 
stage beyond endometrial hyperplasia and is super- 
ficial. 

The advanced type is the unrestrained growth of 
cancer cells involving the deeper tissues, and later 
metastasizes to adjacent and distant organs. Clinical 
grading is dependent upon the degree of involvement 
of the wall of the uterus and adjacent organs. 

Signs and Symptoms. Early signs. Since the first 
growth of cancer of the body of the uterus is in the 
lining membrane, it usually gives rise to early ex- 
cessive menstruation, or to spotting between the 
periods, or both. These are fortunate symptoms. 
There may be only a serous discharge between 
periods. The thick wall of the uterus, with its 
anatomical position, prevents early metastasis. Care- 


*Presented at the 80th Annual Session of The Kansas Medical 
Society, May 1-4, 1939, Topeka, Kansas. 
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ful physical and pelvic examination, associated with 
a history of spotting between periods, or increasing 
menstrual flow, at or near the menopause, or a re- 
currence of bleeding after the menopause, may be 
cancer of the body of the uterus. Cancer of the 
cervix may be present. 

Late signs. Excessive menstruation with met- 
rorrhagia, secondary anemia, cachexia, enlargement 
of the uterus with parametrial thickening and fix- 
ation, pelvic pain or discomfort, foul vaginal dis- 
charge; all are signs of advanced cancer. 

Treatment. Early cancer. Cancer of the cervix 
must be ruled out by biopsy, if suspicious. Diag- 
nostic dilatation of the cervix and curettage of the 
uterus is indicated as early as possible. Frozen 
microscopic sections by a pathologist present at the 
curettage may give early information. The curettings 
of fundic cancer are greyish and friable. Excessive 
curetting may perforate the uterus. In early cancer, 
the uterus is freely movable. Microscopic exami- 
nation will reveal if the curettings are cancer, and 
may show the gradation of the cancer by the loss 
of differentiation of the tumor cells. The more 
malignant cancers show greater anaplasia. Early diag- 
nosis with institution of proper treatment gives ex- 
cellent hope of cure. 

Advanced Cancer. Where the uterus is enlarged 
and there is parametrial fixation, metastasis has prob- 
ably occurred. Further diagnostic tests then should 
be done before radical treatment is instituted. Gastro- 
intestinal x-rays, gall bladder visualizations, cysto- 
scopic, rectal and proctoscopic examinations may be 
advisable. Intra-uterine instillations of lipiodol, etc., 
and x-rays following, are not advisable. They may 
force the cancer cells into the tubes and peritoneal 
cavity beyond. Uteroscopy is unsatisfactory. Com- 
petent men should be called in for the special exami- 
nations. 

Cancer of the fundus may be associated with 
polyps and fibroids of the uterus. In case of doubt, 
diagnostic curettage should be performed. Fibroids, 
per se, do not bleed after the menopause. 

Later Treatment. This divides itself into operative 
procedures, radium and deep x-ray therapy. 

Operation. If cure is to be obtained, the oper- 
ation must be a radical procedure. Before entering 
the abdomen, the vagina should be cleansed and an 
antiseptic applied to the cervix, a small iodoform 
strip inserted within the cervical canal, and the 
external os of the cervix closed with catgut sutures. 
Abdominal operation consists in performing a pan- 
hysterectomy (uterus and cervix), with removal of 
both tubes and both ovaries, with wide broad 
ligament removal. To prevent squeezing cancer 


cells laterally, uterine traction forceps should not 
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be used. Elevation of the uterus should be obtained 


by round ligament traction. If the cancer has 
metastasized too far, this procedure may be inad- 
visable. Severe hemorrhage may occur, or a viscus 
may be ruptured. Partial operation may then be 
the operation of choice. This may relieve some 
future pain and pressure symptoms. Surgical judg- 
ment must be exercised in the individual case. 

Radium and Deep X-ray Therapy. Proper therapy 
must ke determined by consultation with a compe- 
tent radiologist. It may be advisable to precede the 
abdominal operation by the use of intrauterine 
radium, or deep x-ray therapy. This is given to pre- 
vent broad ligament and lymphatic spread. It is 
also of value in those cases which are physically unfit 
to undergo major operative procedures at the time 
of the curettage. The radical operation may be post- 
poned with benefit for three or four weeks, while 
the patient is treated by tonics, blood transfusions, 
etc. 

Postoperative X-ray Therapy. All cases of body 
cancer should have deep x-ray therapy to the pelvis 
following the major operative procedure. This 
should te given by a competent x-ray therapist. 
Considerable judgment must be exercised in deter- 
mining when these treatments should be started. 
Rapidly convalescing patients may be given x-ray 
therapy earlier than those who have convalesced 
poorly. The patient's general condition must de- 
termine the x-ray dosages. The tissue resistance of 
the normal cells helps prevent cancer cell spread. 
The normal tissue cell is less resistant for a time fol- 
lowing a major operative procedure. More harm 
than good may be done by too early or too massive 
doses of roentgen therapy. Some patients tolerate 
x-ray treatment with little discomfort, have little 
nausea, and their digestion is little affected. Other 
patients receive a terrific reaction, their digestive 
processes and nutrition are markedly affected. If the 
x-ray therapist does not take these factors into con- 
sideration, he may bring about an early termination 
to an otherwise hopeful case. Close observation of 
the patient by the physician and consultant will help 
prevent such an occurrence. 

Inoperable cases. Intrauterine radium and x-ray 
therapy is advisable. The patient's life will usually 
be prolonged, the spread of the growth will be less 
rapid, and there will be less pain from metastases. 
The final days or weeks will be made more comfort- 
able, if discretion is used in the dosage, and if proper 
nutrition is maintained by the various methods. 

Deep X-ray Therapy. The pelvic cycle of deep 
x-ray therapy is administered by cross-firing the 
pelvis from four to six ports designed to deliver 600 
R units to the tumor. The 600 R units are 


measured at the cervix, fractionated according to the 
ability of the patient to receive them. This is usually 
done in from twelve to eighteen treatments, usually 
given every day. The German method of treatment 
consists in giving 650 R units at each of four to 
six ports, measured at the skin. These treatments 
are given in four days. 

Radium Treatments. The Gamma rays are the 
beneficial rays. The Alpha rays are easily filtered out. 
The Beta rays are filtered out by one millimeter of 
platinum or its equivalent. The dosage of intra- 
uterine radium must be determined by the radio- 
logist. Radon is the emanation pumped from radium 
in solution. Radon seeds may be used in place of 
radium. 

Prognosis. The prognosis in body cancer is better 
than that in cervical cancer. Early diagnosis with 
radical operative procedure, followed by deep x-ray 
therapy, gives fifty per cent or more five years’ 
survivals. 


SARCOMA OF THE BODY OF THE 
UTERUS 


Sarcoma of the body of the uterus is a rare con- 
dition. It commonly arises in association with 
fibroids of the uterus, usually in degenerating 
fibroids. It occasionally arises in the connective tissue 
of the endometrium. It is important that histologic 
study of fibroid tumors be made after operation. 
Polypoid masses from the uterus should also be 
examined for malignancy. 

Symptoms, diagnosis and treatment are practically 
the same as those of cancer of the body of the uterus, 
as previously given. 


CHORIONEPITHELIOMA OF THE BODY OF 
THE UTERUS 


Choriocancer of the body of the uterus is one of 
the most malignant of all cancers. It is not un- 
common. 

Etiology and Diagnosis. It arises from the fetai 
cells covering the chorionic villi. Most chorionepi- 
theliomas are preceded by hydatid moles. Abortion, 
miscarriage er term pregnancy may precede it. Any 
case which has shown hydatidiform mole degener- 
ation should periodically be checked. Any abnormal 
bleeding should cause alarm. The Friedman test 
should be done and repeated later if negative. This 
biologic test shows the increase of Prolan A Hor- 
mone. Diagnostic curettage should be done. 
Choriocancer metastasizes early to the vagina, and 
by the blood stream to the lung. 

Treatment must be early if cure is to be obtained. 
The treatment must be radical. It is the same as 
that given under Cancer of the Body of the Uterus. 
Prognosis. Early diagnosis with radical surgery 
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and later deep x-ray therapy gives cure of about 
fifty per cent of cases. Patients with lung metastasis 
usually die early. However, cases of cure are re- 
ported with lung metastasis after removal of the 
primary tumor. A survival of two years usually 
means a cure. 


CANCER OF THE FALLOPIAN TUBES 


Primary cancer of the Fallopian tubes is rare. 
Sarcoma arising from the connective tissue ele- 
ments may be primary, but is also rare. Secondary 
cancer, sarcoma, or chorionepithelioma may occur. 
They are usually secondary to a primary malignancy 
of the uterus. Chorionepithelioma of the tubes has 
been reported following tubal pregnancy. 

Diagnosis. There are no distinctive signs of malig- 
nancy of the tube. Pain is present early, due to the 
distention of the lumen of the tube, and is increased 
by spread to surrounding tissues. There may be an 
intermittent discharge of sero-sanguineous vaginal 
discharge. There may be menstrual disturbances. On 
pelvic examination there is a tense fixed, or partially 
fixed mass in the region of the adnexae. Ascites is a 
late symptom from peritoneal involvement. 

Treatment. The treatment is radical, as given 
under Cancer of the Body of the uterus. 

Prognosis. Cancer of the tube is very malignant, 
and the prognosis is poor. Occurrences usually take 
place within the first year after the operation. 


EYE, EAR, NOSE & THROAT 


THE PRACTICAL USE OF HOMATRO- 
PIN-PAREDRINE CYCLOPLEGIA* 


Lyle S. Powell, M.D. 


Lawrence, Kansas 
and 


Marshall E. Hyde, M.D. 


Osawatomie, Kansas 


The following observations are presented from 
one of a series of studies being conducted at the 
Osawatomie State Hospital on cycloplegia and the 
effect of various drugs used for the production of 

cycloplegia and mydriasis.';**:*” This report is sub- 
mitted on the action of homatropin hydrobromide 
two per cent aqueous solution used in combination 


* From the Department of Ophthalmology, Osawatomie State 
Hospital, Osawatomie, Kansas. 
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with paredrine hydrobromide one per cent solu- 
tion. * * 

Paredrine is the parahydroxy derivative of ben- 
zedrine. Pharmacologically the two compounds be- 
have similarly with respect to their peripheral action. 
Roth are essentially adrenergic in their effect. 


PROBLEM 


1. To observe and record the action of homa- 
tropine and paredrine when used in combination for 
the production of cycloplegia. 

2. To observe and record the effect of eserine 
salicylate one per cent tear isotonic solution on the 
cycloplegia produced by homatropine and paredrine. 


PATIENTS 


Twenty physically healthy patients aged sixteen 
to thirty years. 


MATERIAL USED 


1. Homatropine hydrobromide two per cent solu- 
tion. 

2. Paredrine hydrobromide one per cent solution 
(three per cent boric acid. ) 

3. Eserine salicylate one per cent tear isotonic 
solution. * * * 

4. Pontocain one-fourth per cent solution.* *** 

5. Flashlight. 

6. Prince rule. 

7. Jaeger test type. 

8. Millimeter ruler. 

9. Bailliart tonometer. 

The following points were observed and recorded 
at time intervals as indicated: 

1. Visual acuity. 

2. Reaction of the pupil to light and accommoda- 


3. Size of the pupil. 
4. Ability to read Jaeger test type. 
5. Accommodation as determined by Prince rule. 


6. Intra-ocular tension as determined by Bailliart 
tonometer. 


PROCEDURE 


Technique of drug administration: Homatropin 
hydrobromide two per cent aqueous solution gtts. 
two were twice instilled in each eye of each patient 
included in the group. This was followed by two 
similar instillations of paredrine hydrobromide one 
per cent solution. For example: A patient received 
homatropine gtts. two in each eye at 1:30 and again 
1:35 p.m. This was followed by paredrine gtts. two 
in each eye at 1:40 and again at 1:45 p.m. 

The previously mentioned observations were made 


** Smith, Kline and French Co., Philadelphia, Pennsylvania. 
*** Associated Physicians’ Laboratory, San Francisco, California. 
**** Winthrop Chemical Co., New York, New York. 
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and recorded prior to drug administration and one- 
half hour, one hour, two hours and four hours fol- 
lowing drug administration. The optimum time for 
refraction, as determined by previous experiments, 
was found to be one hour following the first drop 
of homatropine. 

The state of cycloplegia was determined, first, by 
retinoscopy with fixation in the distance. This was 
compared with retinoscopic findings with fixation at 
thirty inches. (Marked discrepancy in these findings 
indicate lack of complete cycloplegia.) Next, the 
trial case refraction for distance was determined and 
with this before the patient accommodation was 
checked with the Prince rule. And finally, the degree 
of cycloplegia was estimated by placing a + 300 D. 
sphere before the distance correction and checking 
the far point at 33 centimeters. 

One-half hour was allowed for refraction. At the 
end of this time or one and one-half hours following 
the first drop of homatropine instilled, eserine sali- 
cylate one per cent tear isotonic solution was admin- 
istered. This was repeated in fifteen minutes. Ob- 
servations were continued and recorded until the 
end of the fourth hour. 


COMMENTS ON RESULTS 


1. On the size of the pupil: Uniform, marked 
dilatation of the pupil was obtained in all patients. 
This reached a maximum one hour following the 
administration of homatropine and paredrine and 
was still present at the end of two hours. (The 
cornea was clearer and more lustrous than when 
“homatropine alone” was used.) 

2. On the reaction of the pupil to light: Pupils 
were uniformly active to light and accommodation 
prior to drug administration. They were likewise 
uniformly inactive to light following homatropine- 
paredrine administration and remained so until after 
the administration of eserine. 

3. On the change in accommodation: Complete 
practical cycloplegia was obtained one hour follow- 
ing homatropine and paredrine administration in all 
patients. There was a complete return of accommo- 
dation in the entire group of twenty patients within 
one-half hour following the administration of eserine 
and maintenance of this return of accommodation 
without evidence of diminuation for two hours fol- 
lowing eserine administration. 

4. On the change in intraocular tension: Twelve 
cases exhibited a slight decrease in intraocular ten- 
sion following homatropin-paredrine administra- 
tion. Eight cases remained the same as before dilata- 
tion. Due to the slight change exhibited and the 
small number of cases no significance is attached to 
these findings. 


| 
tion. 
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SUMMARY 

Homatropin hydrobromide two per cent aqueous 
solution and paredrine hydrobromide one per cent 
solution (three per cent boric acid) used in combina- 
tion as described above served as an efficient method 
for the production of cycloplegia in a group of 
twenty patients between the age of sixteen and thirty 
years. Each patient was ready for refraction one 
hour following administration of homatropine and 
paredrine. The cycloplegia produced by these drugs 
was completely overcome in one-half hour by two 
separate instillations of eserine salicylate one per cent 
tear isotonic solution. 
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TUBERCULOSIS CONTROL 


The following extracts from an article by Dr. S. 
Roodhouse Gloyne, Pathologist, The London Chest 
Hospital, appeared in the May 1939 issue of the 
Pamphlet, Tuberculosis Abstracts, issued monthly 
by the National Tuberculosis Association: 


THE CYTOLOGY OF SPUTUM 


We are all apt to assume that everything that goes 
into a sputum flask is sputum. Saliva, postnasal and 
pharyngeal secretions which have trickled down the 
throat, even gastric contents resulting from retching 
may be confused with true sputum. The word will 
be taken here to mean the material which coughing 
ejects from the respiratory passages. Cytological 
examination often enables us to determine (a) from 
what part of the respiratory tract the secretion comes 
and (b) what its nature is. 

Specimens should be as fresh as possible, because 
cells degenerate more quickly than bacteria and a 
stale specimen is valueless for cytological purposes. 
The next thing is to select suitable portions for ex- 
amination. There is only one safe rule, viz. to 
select every portion which looks different in appear- 
ance from any other portion—mucoid, purulent, 
pigmented, blood stained, gelatinous, etc. The pur- 
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ulent portion is the least useful. The specimen may 
be poured into a wide dish (e.g. an ordinary bac- 
teriological petri-dish) and placed on a light or 
dark background as required. It is not enough to 
take a wild plunge at an evil-smelling specimen 
with a platinum loop and to trust to luck. Each 
portion should be picked out with sterile forceps, 
and placed upon one end of a slide. A thin film is 
then made with the edge of another slide in the 
same way that one spreads a blood film for malaria 
parasites. In selecting the portions it is a good plan 
to go over the specimen carefully first with a hand 
lens. The technique used by the writer for staining 
films is a modification of that of Dudgeon and 
Wrigley:—(1) Fix wet films in Schaudinn’s solu- 
tion (absolute alcohol, one part, saturated aqueous 
solution of perchloride of mercury, two parts, with 
three per cent acetic acid added immediately before 
use) for five minutes. (2) Pour off fixative and 
cover with 0.5 per cent iodine in seventy per cent 
alcohol for two to three minutes. (3) Drain off this 
solution and cover with the following solution for 
two to three minutes: Sodium thiosulphate, 7.5 gm.; 
96 per cent alcohol, 100 c.c.; distilled water, 450 c.c. 
(4) Wash and stain with undiluted Delafield’s - 
hematoxylin for two to three minutes. (5) Pour off 
stain and differentiate with 1.0 per cent hydrochloric 
acid. (6) Counterstain with Biebrich’s scarlet or 
orange G. (7) Dehydrate with absolute alcohol, clear 
with xylol and mount in neutral balsam. 

The cells encountered may be classified into three 
groups (1) cells which have migrated from the 
blood stream; (2) tissue cells from various portions 
of the respiratory tract; (3) abnormal cells resulting 
from various types of growth. 

The cells of the first group are leucocytes and 
erythrocytes and they are found in practically all 
sputa. The neutrophil polymorphonuclear cell is an 
essential part of the tissue response in all suppura- 
tive diseases of the lung. It is fundamentally a 
phagocyte and frequently contains organisms. After 
lipiodol administration it will show engulfed oil 
droplets also. The predominance of the lympho- 
cyte, which is such a useful diagnostic sign of tuber- 
culosis in other exudates, is in the writer's view 
quite valueless in sputum. Lastly there is the eosino- 
phil cell commonly found in asthma. Of the tissue 
cells, the commonest is the transitional squamous 
cell which covers the anterior surface of the epi- 
glottis, the upper half of the posterior surface, the 
aryo-epiglottic folds and vocal cords and the phar- 
ynx. This cell is generally found in association with 
large numbers of the organisms of the catarrhal 
infections. A cytological picture of this kind is com- 
mon in the chronic catarrhs of ‘the winter months. 
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The ciliated columnar cell of the epithelium of the 
respiratory tract extends from the trachea down to 
the small bronchi and may desquamate and appear 
in the sputum when the mucosa is ulcerated. It is 
often seen after the passage of a bronchoscope. The 
lining cells of the respiratory bronchioles and alveo- 
lar ducts are of a low cuboidal non-ciliated type 
and they are not easy to distinguish from other 
mononuclear cells in sputum unless they are adher- 
ing together in plaques. None of the cells in this 
group is a phagocyte. There is, however, a cell, 
conveniently considered here, which does phago- 
cyte, ie. the macrophage. It masquerades under 
many names, the heart failure cell, the dust cell, 
etc., but is really part of the reticulo-endothelial 
system and is an expert phagocyte. It is found in 
pulmonary tuberculosis, the pneumoconioses, chronic 
congestive failure and pulmonary edema, and may 
contain tubercle bacilli, carbon pigment, red blood 
cells or hemoglobin pigment, as the case may be. 
The refractile particles of quartz or asbestos found 
in the pneumoconioses cannot be seen in the ordinary 
stained specimen. 

With regard to the third group, excluding the 
hepatic cells of ruptured liver abscess and the lym- 
phadenoma cell of Hodgkin's disease which the 
writer has only seen in sputum on one or two 
occasions, the cells of this group are neoplastic. In 
the case of secondary growths of the lung, any 
form of cell which is found in the primary growth 
may, of course, appear in the sputum, but in the 
primary malignant growths of the lung the cells 
are for practical purposes of two kinds only, the 
oat-cell carcinoma and the squamous carcinoma 
cell. The oat-cell carcinoma is generally associated 
with a primary massive growth of the mediastinal 
glands and although this growth exerts great pres- 
sure on the main bronchi, it does not as a rule 
ulcerate and break down. The oat-cell, therefore, 
is not commonly found in sputum. Moreover, it is 
difficult to differentiate from granulation tissue cells 
and fibroblasts from the bronchial wall. This cell, 
therefore, should be diagnosed with the very greatest 
circumspection. 

The squamous carcinoma cell is derived from 
bronchial growths. It is not sufficiently realized that 
bronchial carcinoma breaks down into cavity with 
even greater regularity than a tuberculous lesion. 
A single pulmonary abscess developing insidiously 
in a person of middle age without obvious cause is 
more likely than not to be a breaking down bron- 
chial carcinoma. This cell can be found readily in 
the sputum but must be carefully distinguished 
from the normal transitional squamous cell of the 
upper respiratory tract. It is usually found adhering 


to its neighbors in small plaques, the individual 
cells of which exhibit marked diversity of form and 
size. In the early stage of its growth the cell shows 
a rounded nucleus with an open chromatin net- 
work, a large nucleolus, and a more or less clear 
cytoplasm with a cell envelope attached to its 
neighboring cell along the contiguous border, and 
prickle-cell arrangement. As the cell develops, vac- 
uolation takes place and the nucleus is pushed to 
one side until it eventually comes to occupy a posi- 
tion near the cell envelope and is squeezed into a 
horseshoe shape. Keratinisation of the cell follows 
and the cytoplasm stains darker in consequence. 
All these stages may be found in the different cells 
of one plaque, and when keratinisation occurs it is 
possible to identify individual squamous carcinoma 
cells irrespective of plaque formation. Cell nests are 
rarely found in sputum films. The carcinoma cell 
does not phagocyte—-a cardinal point in distinguish- 
ing it from the macrophage with which it is very 
easily confused in the early stage of neoplastic 
growth. 

Space does not permit of a description of wet 
films and of frozen and paraffin sections, but the 
stained film method outlined above will amply 
repay careful study. It is possible thus to make a 
diagnosis of asthma, bronchial ulceration and 
chronic pulmonary edema, whilst it is of the 
greatest value in detecting bronchial carcinoma and 
will even enable one sometimes to gain corrobora- 
tive evidence of pulmonary tuberculosis. The broad 
way to failure is to take the first portion of sputum 
which presents itself; the straight and narrow way 
to success is to go over the specimen with a hand 
lens and select the particles for examination with 
discrimination. Experientia docet. 
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arm, with focal convulsive seizures, and x-ray find- 
ing of pineal body shift. 

Autopsy showed a large primary tumor mass 
under the pleura of the right lung, a small meta- 
static nodule in a hilar lymph gland, and another in 
the right cerebral hemisphere. 

Microscopic study of all the tumor masses showed 
the typical structure of a spindle cell sarcoma. 
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NEWS NOTES 


OSTEOPATHS 


The Kansas State Osteopathic Association filed an action 
in the Federal District Court on May 5 requesting that 
Mr. Wm. H. Burke, Collector of Internal Revenue be 
directed to issue narcotic stamps to osteopaths for 1939-40. 
This action followed a refusal by the Federal Division of 
Narcotics to issue additional stamps to Kansas osteopaths. 
In the first hearing of the case held in Kansas City, Kansas, 
on June 5, Judge Richard L. Hopkins issued a temporary 
restraining order against the collector of Internal Revenue 
pending the preparation of additional briefs and arguments 
in the case. 

The Collector of Internal Revenue represented by Mr. 
S. S. Alexander, United States District Attorney, filed a 
brief at the above hearing and the osteopaths were given 
until June 15 to file their brief. After that time, Judge 
Hopkins may dissolve the temporary restraining order; 
may issue a permanent injunction in favor of the osteo- 
paths; or may continue the case for further arguments. Mr. 
Alexander served notice following the issuance of the 
temporary order that appeal on this phase of the case 
would be taken immediately to the United States Circuit 
Court of Appeals. 

Foremost point in the case is the legal construction to 
be placed on the word “remedial”. It has been generally 
held, that a person to obtain a narcotic stamp in a par- 
ticular state, must be privileged to issue and dispense 
drugs under the laws of that state. The Kansas Supreme 
Court in the case of State vs. Gleason, 148 Kan. 1 held 
that an osteopath can not utilize drugs and narcotics and 
drug therapy “insofar as such drugs are given as remedial 
aids”. The osteopaths are claiming that narcotics are 
palliative drugs as distinguished from remedial drugs. The 
contention of the government is that narcotics are within 
the usual definition of the term “remedial”—to cure or to 
relieve. 


APPOINTMENTS 


Governor Payne H. Ratner recently announced the fol- 
lowing appointments to the Kansas State Board of Health 
and the Kansas Board of Medical Registration and Exami- 

nation: 
Kansas State Board of Health 
R. W. Urie, M. D., Parsons. 
H. L. Aldrich, M. D., Caney. 
G. A. Leslie, M. D., McDonald. 
J. F. Gsell, M. D., Wichita. 
G. I. Thacher, M. D., Waterville. 
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. L. Lattimore, M. D., Topeka. 
J. T. Reid, M. D., Iola. 
W. C. Lathrop, M. D., Norton. 
Mr. W. E. Scott, Kansas City, attorney member. 


Kansas Board of Medical Registration and Examination 


J. F. Hassig, M. D., Kansas City. 

C. E. Joss, M. D., Topeka. 

J. E. Henshall, M. D., Osborne. 

O. L. Cox, M. D., Iola. 

Since ali positions on the Kansas State Board of Health 
were subject to appointment, the above list represents the 
present membership of that Board. 

The Kansas Board of Medical Registration and Exami- 
nation, now consists of the above appointments and the 
following persons: H. E. Haskins, M. D., Kingman; M. 
C. Ruble, M. D., Parsons, and F. S. Hawes, M. D., Russell. 

Both boards will hold meetings during the month of 
June. 


R. T. Nichols, M. D., Hiawatha. 
J 


LOCATION 


The Elk County Medical Society advises that an excel- 
lent location for a physician is available at Longton. 

Longton is a town of approximately 700 people in Elk 
County and no physician is located there at the present 
time. 


STATE REORGANIZATION 


The new laws passed by the legislature pertaining to 
reorganization of state functions and including supervision 
of state medical institutions, were recently placed in effect. 

The State Sanatorium for Tuberculosis at Norton, Topeka 
State Hospital, Larned State Hospital, the Osawatomie 
State Hospital and the State Hospital for Epileptics at 
Parsons, are now under the supervision of the Kansas 
State Board of Social Welfare. These institutions were 
formerly supervised by the Kansas State Board of Ad- 
ministration. 

The State School for the Blind at Kansas City and the 
State School for the Deaf at Olathe are now under the 
supervision of the State Board of Regents. These institu- 
tions were also formerly supervised by the Board of 
Administration. 


BOARD OF REGENTS 


Dr. H. L. Snyder, Winfield, was recently appointed as 
a member of the Kansas Board of Regents by Governor 
Payne H. Ratner. Dr. Snyder will serve a three-year 
term. 


PORTER LECTURE 


The University of Kansas School of Medicine presented 
the ninth Porter Lectureship in Medicine at Kansas City 
and Lawrence on April 18 and 19. The lecturer was Dr. 
Homer W. Smith, professor of physiology, New York 
University, New York City. His subjects were: “Newer 

Methods of Study of Renal Function in Man,” “Evolution 


of the Kidney”, and a Control of Renal Blood 
Flow.” 
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The Porter Lectureship was made possible by Dr. J. L. 
Porter of Paola who in 1918 bequeathed to the Uni- 
versity of Kansas School of Medicine, a sum of money for 
the stimulation of medical scholarship and research. A 
portion of this fund is used annually to provide a post- 
graduate course for physicians. 


WAGNER BILL 


One of the foremost activities of the House of Delegates 
of the American Medical Association at its meeting in St. 
Louis on May 15-19 pertained to consideration of the 
Wagner Bill now pending in Congress. A _ reference 
Committee appointed by the House of Delegates, held 
numerous hearings on the measure which were attended 
by representatives of the various state medical societies, by 
hospital groups, and other agencies. After completion of 
the hearings and discussions, the Reference Committee re- 
commended the following resolution to the House of 
Delegates which was unanimously adopted by that body: 

“Your reference Committee has carefully considered the 
Bill designated as S.-1620, ‘A Bill to provide for the 
general welfare by enabling the several states to make more 
adequate provision for public health, prevention and con- 
trol of disease, maternal and child health services, con- 
struction and maintenance of needed hospitals and health 
centers, care of the sick, disability insurance, and training 
of personnel; to amend the Social Security Act; and for 
other purposes.’ 

This bill was introduced by Senator Robert A. Wagner 
of New York, February 28, 1939, and is commonly re- 
ferred to as the Wagner Health Bill. The bill itself pro- 
vides that, if it be enacted, it may be cited as the ‘National 
Health Act of 1939.’ The purposes of the bill are suf- 
ficiently stated in the title, but the bill itself must be 
recognized as a proposed amendment to the Social Security 
Act of 1935. The bill is intended to make effective a 
national health program recommended by the Interde- 
partmental Committee to coordinate health and welfare 
activities. 

The House of Delegates of the American Medical As- 
sociation at its special session in Chicago, September 16, 
1938, considered the National Health Program and adop- 
ted resolutions based on five recommendations contained 
in the program. It is important that this fact be borne in 
mind, for the bill, which drafted long after these reso- 
lutions were adopted and at a time when the resolutions 
were presumably known to the proponents of this 
measure, does not recognize either the spirit or the text 
of these resolutions. Any criticism of this bill by the 
Association is not to be construed, therefore, as a re- 
pudiation of any of the principles adopted by the 1938 
Special Session of the House of Delegates. 


ANALYSIS OF THE BILL 


S. 1620 proposes to amend Title V. of the Social 
Security Act—Grants to States for Maternal and Child 
Welfare—and Title VI—Public Health Work and In- 
vestigations—and proposes to add to the Social Security 
Act certain new titles: namely, Title XII—Grants to 
States for Hospital and Health Centers; Title XI11]—Grants 
to States for Medical Care, and Title XIV—Grants to 
States for Temporary Disability Compensation. 

Already some individuals and organized groups in the 
United States have appeared before the Senate Subcom- 
mittee which has this bill under consideration and have 
urged its immediate enactment. Although the stated ob- 
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jectives of the Wagner Health Bill are generally recognized 
as desirable, your committee cannot approve the methods 
by which these objectives are to be attained. 

Repeatedly, physicians and all other qualified profes- 
sional groups have recommended the coordination and 
consolidation of the health activities of the Federal 
Government. The Wagner Health Bill leaves existing and 
proposed preventive and curative medical services widely 
scattered through several federal agencies. 

This bill does not in any way safeguard the continued 
existence of the private practitioners who have always 
brought to the people the benefits of scientific research and 
treatment. 

It does not provide for the use of the thousands of 
vacant beds now available in hundreds of church and 
community general hospitals. 

The Wagner Health Bill proposes an extensive program 
in the field of ‘health, diagnostic, and treatment centers, 
institutions and related facilities, without defining their 
functions. 

This bill proposes to make federal aid for medical care 
the rule rather than the exception, since it does not 
specifically limit its benefits to persons unable to pay for 
adequate medical care. 

The Wagner Health Bill does not recognize the need 
for suitable food, sanitary housing and the improvement 
of other environmental conditions necessary to the con- 
tinuous prevention of disease and promotion of health. 

This bill insidiously promotes the development of a 
complete system of tax supported governmental medical 
care, thus undermining and debasing present standards of 
medical services. 

The House of Delegates in September 1938 urged com- 
pensation for the loss of wages during sickness. The 
Wagner Health Bill deviates from this suggestion by pro- 
posing to provide medical services in addition to com- 
pensation. 

The Wagner Health Bill would authorize an enormous 
expansion of governmental medical services and therewith 
ultimately unlimited appropriations for its health program. 
The funds necessary would be so great as to increase still 
further the present burdensome general taxation. 

The Wagner Health Bill provides for supreme federal 
control. Rules and regulations must be promulgated by 
the Chief of the Children’s Bureau in the Department of 
Labor, the Surgeon General of the Public Health Service, 
the Federal Emergency Administrator of Public Works, 
and the Social Security Board. These federal agents are 
given authority to disapprove plans proposed by the in- 
dividual states. 

The House of Delegates at its September 1938 Session 
approved the expansion of preventative and other medical 
services when the need could be shown. The Wagner 
Health Bill prescribes no method for determining the 
nature and extent of the needs for which it proposes al- 
lotments of funds. 

The provisions in the Wagner Health Bill that have 
never been considered by the House of Delegates are: 
the authorization of appropriations for studies, investi- 
gations and demonstrations, and the creation of federal 
and state advisory councils. 

The Wagner Health Bill, as judged by the considerations 
that have been here presented, is inconsistent with the 
fundamental principles of medical care established by 
years of scientific professional medical experience, and in 
the opinion of your committee it is, therefore, contrary to 
the best interests of the American people. 
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For years the health of the people of the United States, 
as measured by sickness and death rates, has been better 
than that of most foreign countries, and this improvement 
has been continuous. The fortunate health conditions in 
the United States cannot be disassociated from the 
standards and methods of medical practice that have pre- 
vailed under the present system of medical practice. 

No other profession and no other organiaztion has done 
more for the prevention of disease, the promotion of 
health and the care of the sick than have the medical 
profession and the American Medical Association. No 
other groups have shown more genuine sympathetic 
interest in human welfare. 

The contribution of the individual members of the 
American Medical Association to medical care is uni- 
versally regarded as monumental in total volume. The 
contribution of the American Medical Association, through 
a program of medical education and the activities of its 
numerous councils which safeguard medical services, give 
abundant proof of interest in the problems of the national 
health. It has given continued consideration to these 
problems, whereas others show concern with these pro- 
posals because of a present but, it is to be hoped, a 
temporary need for relief. These are the groups which 
request revolutionary legislative action as indispensable 
for the extension and further diffusion of health facilities. 

In view of its record and in consideration of the re- 
sponsibility which American social history and the nature 
of medical care have imposed on the medical profession, 
the American Medical Association would fail in its public 
trust if it neglected to express itself unmistakably and em- 
phatically regarding any threat to the nation’s health and 
well-being. 

The American Medical Association must therefore, 
speaking with professional competence, oppose the Wagner 
Health Bill. 

Nevertheless, recognizing the soundness of the principles 
stated in the resolutions adopted by the House of Dele- 
gates at its special Session in 1938, namely, the ex- 
pansion of preventive medicine and public health where 
need can be shown, the extension of medical care for the 
indigent and the medically indigent where the need can 
be demonstrated, with local determination of needs and 
local control of measures to supply these needs, your 
committee would urge the development of a mechanism 
for meeting these needs within the philosophy of the 
American form of government and without damage to the 
quality of medical services. 

This question, as it relates to the aid to be given by an 
individual state to its own counties, municipalities or other 
local political units, is not immediately before this As- 
sociation. The answer is to be found in the individual 
state constitutions and state statutes. Counties, townships 
and municipalities are creatures of the individual states and 
can be molded and guided by the state for its own purpose. 
The individual state, itself, is not a creature of the Federal 
Government. The Federal Government is, as a matter of 
fact, a creature of the individual states. 

The fundamental question is how and when a state 
should be given financial aid by the Federal Government 
out of the resources of the states as a whole, pooled in the 
Federal Treasury. Disasters, such as floods, dust storms, 
fire and epidemics, have long been recognized as justifying 
such Federal aid. No state or person has ever been heard 
to object to the use of funds out of the Federal Treasury 
for such purposes. No one has ever proposed, however, 
that because Federal aid is extended under such conditions 
to a state in distress, a corresponding aid must be extended 


to every other state, regardless of its need. Nor has any- 
one ever been heard to say that Federal aid to a state in 
distress, because of flood, dust storm, fire or epidemic, 
shall not be extended, unless and until the suffering state 
has produced from its own treasury a stated amount of 
money to aid in affording the relief. The development 
of such bizarre thinking may be traced to those who have 
originated within comparatively recent years the granting 
of Federal subsidies—sometimes referred to as ‘grants in 
aid’—to induce states to carry on intrastate activities sug- 
gested frequently in the first instance by officers and em- 
ployees of the Federal Government. The use of Federal 
subsidies to accomplish such federally determined activities 
has invariably involved Federal control. Any state in 
actual need of financial aid from the Federal Government 
for the prevention of disease, the promotion of health and 
the care of the sick should be able to obtain aid in a 
medical emergency without stimulating every other state 
to seek and to accept similar aid and thus to have im- 
posed on it the burden of Federal control. 

The mechanism by which this end is to be accomplished, 
whether through a Federal Agency to which any state in 
need of Federal financial assistance can apply, or through 
a mew agency created for this purpose or through re- 
sponsible officers of existing Federal Agencies, must be 
developed by the Executive and the Congress who are 
charged with these duties. Such method would afford to 
every state an agency to which it might apply for Federal 
assistance to enable it to care for its own people without 
involving every other state in the Union or the entire 
government in the transaction, and without disturbing 
permanently the American concept of democratic govern- 
ment. 


SUMMARY 


1. The Wagner Health Bill does not recognize either the 
spirit or the text of the resolutions adopted by the House 
of Delegates of the American Medical Association in 
September 1938. 

2. The House of Delegates cannot approve the methods 
by which the objectives of the National Health Program 
are to be obtained. 

3. The Wagner Health Bill does not safeguard in any 
way the continued existence of the private practitioners who 
have always brought to the people the benefits of scientific 
research and treatment. 

4. The Wagner Health Bill does not provide for the 
use of the thousands of vacant beds now available in 
hundreds of church and community general hospitals. 

5. This Bill proposes to make federal aid for medical 
care the rule rather than the exception. 

6. The Wagner Health Bill does not recognize the 
need for suitable food, sanitary housing and the improve- 
ment of other environmental conditions necessary to the 
continuous prevention of disease. 

7. The Wagner Health Bill insidiously promotes the 
development of a complete system of tax supported 
governmental medical care. 

8. While the Wagner Health Bill provides compen- 
sation for loss of wages during illness, it also proposes to 
provide complete medical service in addition to such 
compensation. 

9. The Wagner Health Bill provides for supreme 
federal control; federal agents are given authority to dis- 
approve plans proposed by the individual states. 

10. The Wagner Health Bill prescribes no method for 
determining the nature and extent of the needs for pre- 
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ventive and other medical services for which it proposes 
allotments of funds. 

11. The Wagner Health Bill is inconsistent with the 
fundamental principles of medical care established by 
scientific medical experience and is therefore contrary to 
the best interests of the American people. 

12. The fortunate health conditions which prevail in 
the United States cannot be disassociated from the pre- 
vailing standards and methods of medical practice. 

13. No other profession and no other group have done 
more for the improvement of public health, the prevention 
of disease and the care of the sick than have the medical 
profession and the American Medical Association. 

14. The American Medical Association would fail in 
its public trust if it neglected to express itself unmistakably 
and emphatically regarding any threat to the national health 
and well being. It must, therefore, speaking with profes- 
sional competence, oppose the Wagner Health Bill. 

15. The House of Delegates would urge the develop- 
ment of a mechanism for meeting the needs for expansion 
of preventive medical services, extension of medical care 
for the indigent and the medically indigent, with local 
determination of needs and local control of administration, 
within the philosophy of the American form of government 
and without damage to the quality of medical service. 

16. The fundamental question is how and when a state 
should be given financial aid by the Federal government 
out of the resources of the states as a whole, pooled in 
the Federal Treasury. 

17. The bizarre thinking which evolved the system of 
Federal subsidies—sometimes called ‘grants-in-aid’—is used 
to induce states to carry on activities suggested frequently 
in the first instance by officers and employees of the 
Federal government. 

18. The use of Federal subsidies to accomplish such 
Federally determined activities has invariably involved 
Federal control. 

19. Any state in actual need for the prevention of 
disease, the promotion of health and the care of the sick 
should be able to obtain such aid in a medical emergency 
without stimulating every other state to seek and to accept 
similar aid, and thus to have imposed on it the burden of 
Federal control. 

20. The mechanism by which this end is to be ac- 
complished, whether through a Federal agency to which 
any state in need of Federal financial assistance can apply, 
or through a new agency created for this purpose or 
through responsible officers of existing Federal agencies, 
mist be developed by the Executive and the Congress, who 
are charged with these duties. 

21. Such a method would afford to every state an 
agency to which it might apply for Fedreal assistance 
without involving every other state in the Union or the 
entire government in the transaction. 

22. Such a method would not disturb permanently the 
American concept of democratic government.” 

Dr. H. L. Snyder, Winfield, was a member of the 
Reference Committee which passed the resolution. 


NARCOTIC PRESCRIPTIONS 


The Federal Division of Narcotics has recently issued 
a warning to pharmacists that it is illegal for them to fill 
telephone prescriptions for narcotics without receiving a 
prescription from the physician to place on file before the 
medicine is delivered to the patient. 

The Bureau has requested the cooperation of all 
physicians in the observance of this ruling. 
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MEDICAL SCHOOL 


The Daily Drovers Telegram of Kansas City, Missouri, 
carried the following editorial in its April 6 issue. The 
editorial presents an excellent description of the history, 
recent additions, and facilities of the University of Kansas 
School of Medicine: 

“Those citizens of Kansas who are acquainted with and 
appreciate the ministration of the Kansas School of Med- 
icine, will be glad to learn that the Kansas legislature 
appropriated $20,000 for the completion of one floor of 
the new clinic building in the school’s hospital in Kansas 
City, Kansas. 

This great institution, a credit not only to the state 
of Kansas but to the entire country, has adequate build- 
ing capacity to care for medical school and hospital, 
but some of the capacity lacks finishing and necessary 
equipment. 

The hospital functions as an integral part of the Uni- 
versity of Kansas School of Medicine. The school is a 
comprehensive institution that provides a four-year course 
in medicine, the first one and one-half on the campus 
at Lawrence and the last two and one-half years at Kan- 
sas City, Kas., where abundant clinical material is avail- 
able for the practical training of prospective doctors. 

The popularity of the school is shown by the applica- 
tion the last year of 432 persons who were not residents 
of Kansas and who could not be accommodated. With the 
new appropriation for the enlargement of the clinic it 
will be one more step toward making the Kansas City 
school and hospital unexcelled, and a testimonial to the 
consideration of Kansas for the health and welfare of its 
citizens. 

The institution throughout all its history has been fa- 
vored by state appropriations, by the benefactions of lib- 
eral-hearted citizens, and in recent years by federal help. 
The fact is, that the institution came into existence when 
in 1905 Dr. Simeon B. Bell donated eight acres of ground 
for school and hospital on a hill overlooking Southwest 
boulevard in Kansas City, Kas. While the state of Kansas 
was erecting on the site a hospital and dispensary build- 
ings, Dr. Bell continued his generosity by erecting a lab- 
oratory building for the medical school. About the only 
reward which the state could render Dr. Bell for his 
kindness was to call the institution Bell Memorial hos- 
pital. 

Unfortunately, however, the site was decided to be too 
inaccessible and in 1921 the city of Rosedale, a town ly- 
ing between Kansas City, Mo., and Kansas City, Kas., 
along with friendly individuals bought thirteen acres of 
ground one mile south that was easy of access and pre- 
sented it to the State of Kansas for a new medical school 
campus. The state eagerly accepted the tract and ap- 
propriated $435,000 for three and one-half additional acres 
and two large buildings. In 1924 the new units were oc- 
cupied, one a power plant and the other the present main 
hospital building. 

In the course of the subsequent years, by state, indi- 
vidual and federal allotments, other buildings have been 
erected, some of which cannot be utilized to the fullest 
because of incompleteness and lack of equipment. All 
told there are now nine buildings. 

The most recently erected include a nurses’ home with 
100 beds, now crowded; a ward building with 160 beds; 
children’s pavilion, the $60,000 gift by a loyal Kansas 
woman, which is incomplete and unequipped for lack of 
funds; clinic building, incompletely finished and unfur- 
nished, built from $87,397 in earnings and $45,000 from 
PWA. 
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The clinics building when completed will dispense with 
two wooden barracks. It is in this section that patients 
congregate as teaching material for students. Now under 
construction is a new colored hospital, the result of a 
state appropriation of $75,000 and a PWA grant of $61,- 
000. 

The new plant is officially designated as the University 
of Kansas hospitals. The hospital the past year cared for 
5,719 patients, the majority of whom were sent by various 
counties of the state who pay the hospital expenses. 

Pupils of the medical school usually practice medicine 
in the State of Kansas; some are chosen to positions in 
universities and hospitals, and some become medical 
missionaries. 

Kansas should be proud of the excellent name borne 
by the hospital throughout the country. It has been des< 
ignated repeatedly as one of the high-class institutions 
to test new medical discoveries. The use of a liver ex- 
tract in treating pernicious anemia, the use of insulin in 
treatment of diabetes, and recently the new drug known 
as sulfapyridine for the cure of pneumonia, all were 
proven at the Kansas hospital. 

The Kansas hospital and school are located about 
one-half mile west of the Kansas-Missouri line. At its 
inception the region was sparsely populated. Today, how- 
ever, Kansas City, Mo., is built to the state line, and 
Kansas City, Kas., is densely populated on the Kansas 
side of the line. To the uninitiated it is one continuous 
city, but the hospital and school are in Kansas City, Kas. 

Wherefore, if this institution rises to the maximum of 
its possibilities as one of the really great in America it 
will attain that height by reason of the loyalty of the 
legislature and of those Kansas citizens who are able 
and eager to help finance the finishing touches. All the 
great hospitals and medical schools, whether primarily 
supported by the state or otherwise, have become great, 
not so much by state appropriations as by the benefac- 
tions of public-minded individuals.” 


BLIND PROGRAM 

Dr. C. J. Mullen, State Ophthalmologist, Kansas City, 
issued the following report for March, 1939, pertaining to 
the Kansas State Board of Social Welfare restoration of 
sight program: 
No. of eye examination reports ...................ccescceeeeee 
No. of applicants approved eligible for Aid to the 

Blind 
No. of applicants not eligible for Aid to the Blind 
No. of eye reports pending disposition 

Restoration of Sight Program 

Total number of cases declared eligible for treatment 527 
No. of cases under treatment....................... 87 
No. of cases completed with treatment.......................- 

54 cases still eligible for Aid to the Blind. 

106 cases non-eligible for Aid to the Blind after Treat- 
ment. 
No. of cases authorized treatment has been cancelled 8 
Total cost of 24 cases completed since February 28, 


1,394 
383 


1939 $2,208.43 
Doctors’ fees .-- 61.51% 
Hospital fees 29.77% 
Optical fees 7.11% 

Drug fees 1.61% 
Total amount authorized for treatment, April 
14, 1938 to April 14, 1939 $22,767.14 
Total amount of claims paid on completed treat- 
ment cases for same period ................-.20--000-+- 14,128.75 
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Prevention of Blindness Program 

No. of cases eligible for treatment ¥ 49 

Cases authorized for treatment 10 

Total amount authorized for the treatment of the 
10 cases 


$724.50 


VETO MEASURE 


Kansas members will be interested in the statement 
made by Governor Herbert H. Lehman of New York in 
his veto of an osteopathic bill which passed the House 
and the Senate of the New York Legislature and which 
tended to give osteopaths liberal medical and surgical 
privileges. 

The veto measure is as follows: 

“To the Assembly: 

There has been great misunderstanding with regard to 
this bill. Many people apparently believe that the practice 
of osteopathy as now carried on depends on my approval 
of the bill. This, of course, is completely contrary to the 
facts. 

Any persons now licensed or hereafter licensed as doctors 
of osteopathy are, regardless of my action on the bill, per- 
mitted to render exactly the same services as in the past. 
Their authority to carry on the functions now performed 
is in no way curtailed or abridged. 

Value Of Osteopathy Concerned 

There is no question as to the substantial value and use- 
fulness of osteopathy. This is generally conceded and 
recognized. This bill would, however, give all licensed 
osteopaths broad additional powers. It would permit all 
licensed osteopaths to use instruments for minor surgical 
procedures, to administer anesthetics and antiseptics, and to 
prescribe narcotics and biological products. 

The additional authority now asked by the osteopaths 
may be far-reaching in its effect. A minor operation, if 
not properly performed, I am advised, may be more serious 
in its effect upon the patient than some of the so-called 
important operations. 

The administering of drugs and biologicals where there 
is not sufficient training and experience with regard to 
their effect on the patients may lead to serious ill effects. 

Undoubtedly many of the persons now licensed to 
practice osteopathy in this State have had broad training 
and experience in matters relating to medicine and surgery. 
On the other hand, many of the osteopaths practicing in 
this State were licensed prior to the setting of the present 
high standards of training and have had little or no later 
experience in medicine or surgery. 

Licensing Methods Recalled 

In addition, a very substantial number of the osteopaths 
now practicing in this State receive their licenses nov 
through examinations within the State but by endorsement 
of licenses granted to them in other states. Some of them 
are graduates of osteopathic schools which are no longer 
recognized by our board. 

In my opinion legislation should provide that applicants 
for licenses and those who already hold licenses as osteo- 
paths but who now desire additional powers should be 
required to satisfy the Board of Regents either by sub- 
mitted credentials or by examination that they have had the 
proper instruction and training in surgical procedure and 
drug therapy to justify the granting of the additional 
powers set forth in this bill. 

In this way the Regents would be able to determine 
those who are actually qualified to use instruments for 
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minor surgical procedures, to administer anesthetics and 
antiseptics and to prescribe narcotics and biological pro- 
ducts. The difficulty of providing for such determination 
by the Board of Kegents does not seem to me great. 
The bill is disapproved.” 
Herbert H. Lehman. 


COUNTY SOCIETIES 


The Central Kansas Medical Society held their quar- 
terly meeting at Ellsworth on June 8. Dr. James A. 
Wheeler, Newton, spoke on “The Study of Maturation and 
Its Clinical Application,” and Dr. Claude J. Hunt, Kansas 
City, Missouri, spoke on “Surgical Treatment of Benign 
and Malignant Lesions of the Stomach.” Dr. L. A. Calkins, 
Kansas City, presented a movie on “Normal Obstetrical 
Procedures.” 


The Dickinson County Medical Society held a meeting 
in Fort Riley on May 18. Dr. Maurice Snyder, Salina; Dr. 
O. W. Bethea, Professor of Clinical Medicine, Tulane 
University, New Orleans, Louisiana; Dr. George A. Walker, 
Kansas City; and Dr. E. O. King of Herington, were the 
guest speakers. 


The Lyon County Medical Society held a meeting in 
Emporia on May 9. Dr. Wm. Cooper, Reading, pre- 
sented a paper on “Monilia Vaginitis,’ and Dr. P. W. 
Morgan, Emporia, spoke on “Basal Metabolism.” 


The Marion County Medical Society met at Marion on 
May 17. A discussion of the recent tuberculin testing 
program was held. 


Dr. Ray A. West, Wichita, was elected president of the 
Sedgwick County Medical Society at a meeting in Wichita 
held at the Allis Hotel, on May 9. Other officers elected 
were: Dr. John L. Kleinheksel, vice-president; Dr. George 
Gsell, secretary, and Dr. Hervey R. Hodson, re-elected 
treasurer; directors, Dr. Fred McEwen, Dr. N. L. Rainey 
and Dr. George Cowles; Dr. George E. Milbank, Board of 
Censors; all of Wichita. 


The Shawnee County Medical Society held their annual 
outing on June 1. Golf was played in the afternoon fol- 
lowed by a dinner in the evening at the Topeka Country 
Club, at which Tom Collins of the Kansas City Journal- 
Post was the speaker. 


MEMBERS 


Dr. Ray D. Fraker, formerly of Garnett, has taken over 
the practice of Dr. H. J. Terrill in Ottawa, during Dr. 
Terrill’s illness. 


Dr. Newman C. Nash of Wichita has been made a 
Diplomate of the American Board of Radiology. 


Dr. L. Gilbert Little, Wichita, attended the annual 
meeting of the American Psychiatric Association held in 
Chicago in May. 


Dr. Allen L. Spafford, formerly of Parker, has opened 
an office in Ottawa. 


Dr. F. L. Loveland, Topeka, has recently been appointed 
as Secretary of the Northwest Regional Conference. 


Dr. M. E. Pusitz, Topeka, and Dr. H. R. Wahl, Dean 
of the University of Kansas School of Medicine, Kansas 
City, appeared on the program of the Twelfth Annual 
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Meeting of the Kansas Society for Crippled Children held 
in Wichita on June 2. Their subjects were respectively, 
“Present Trends in the Treatment of the Spastic” and 
“Facilities Which a Hospital Should Have to Provide 
Adequate Care for the Crippled Child.” Dr. Pusitz also 
presented an exhibit on Fractures. 


Dr. Don C. Wakeman, Topeka, was recently elected to 
membership in the American College of Physicians. 


The following Kansas doctors appeared on the program 
of the fourteenth annual conference of social workers held 
in Emporia, April 13-15: Dr. J. A. Dillon, Superin- 
tendent, Larned State Hospital, Larned; Dr. Arthur Gray, 
Topeka; Dr. C. H. Lerrigo, Executive Secretary, Topeka; 
Dr. C. Meredith, Emporia; Dr. E. K. Musson, State Board 
of Health, Topeka; Dr. M. L. Perry, Superintendent, 
Topeka State Hospital, Topeka; Dr. C. F. Taylor, Super- 
intendent, State Sanatorium for Tuberculosis, Norton; Dr. 
H. R. Wahl, Dean, University of Kansas, Kansas City; and 
Dr. James B. Weaver, University of Kansas Hospital, 
Kansas City. 

The doctors who served on conference committees were 
as follows: Dr. C. H. Munger, Emporia; Dr. J. T. Nara- 
more, Parsons; and Dr. H. R. Ross, Topeka. 


An article “Observations On The Action Of Paredrine 
Hydrobromide Ophthalmic Solutions,’ by Dr. Lyle S. 
Powell, Lawrence, and Dr. Marshall E. Hyde, Osawatomie, 
which appeared in the December issue of the Journal, 
was listed as one of the current articles of interest by the 
March number of The Sight-Saving Review. 


DEATH NOTICES 


Dr. Ova Portis Davis, 70 years of age, died in Topeka 
on May 28. Dr. Davis was born in Parke County, Indiana, 
in 1869. He moved to Missouri and attended elementary 
school in Lockwood, Missouri. He received his medical 
degree from the Bellevue Hospital Medical College in New 
York in 1897 at which time he went to Topeka to begin 
his practice. He was a Past President of the Society, a 
member of the Shawnee County Medical Society, and served 
as Chairman of the Medical Defense Board for fifteen 
years. He was Chairman-Emeritus of the Board at the time 
of his death. 


Dr. Fred K. Day, 73 years of age, died at a hospital in 
Winfield on May 16. Dr. Day was a resident of Longton. 
He received his medical education at the University College 
of Medicine in Kansas City and was graduated in 1897. 
He was a member of the Elk County Medical Society and 
the American Medical Association. 


Dr. Jay R. Douglas, 52 years of age, died at his home 
in Osawatomie on April 12. Dr. Douglas was born in Os- 
borne, Kansas, in 1887 and received his early education 
at Mound City, Kansas. He attended the Eclectic Medical 
University, Kansas City, and the Kansas City College of 
Medicine and Surgery, from which he was graduated in 
1919. Dr. Douglas had practiced medicine in Osawatomie 
seventeen years and had been a resident of that town for 
thirty-two. He was a member of the Miami County 
Medical Society. 


Dr. Rollin Roy Nevitt, 65 years of age, died at Mercy 
Hospital in Fort Scott on May 14. Dr. Nevitt was born 
in 1874 and received his medical degree from the Kansas 
City Homeopathic Medical School in 1896. He served as a 
Captain in the medical corps during the World War. He 
was a past president of the Allen County Medical Society 
and was a Fellow in the American Medical Association. 
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THE MAJOR CLINIC 


3100 Euclid Avenue, Kansas City, Missouri 


HERMON S. MAJOR, M. D. 
Medical Director Associate Medical Director 


Electricity 
Heat 
Water > 
Light 
Exercise 
Massage 
Rest 
Diet 
Medicine 


Beautifully situated in a pleasant residence section of the city. Fully equipped and well heated. All 
pleasant outside rooms. Large lawn and open and closed porches for exercise. Experienced and 
humane attendants. Liberal, nourishing diet. Resident physician in attendance day and night. 


HENRY S. MILLETT, M. D. 


Nervous 
Diseases 
Selected 
Mental 
Cases. 
Alcohol 
Drug and 
Tobacco 
Addictions 


_ We invite consultation about the case that needs pathological service. 


Freidman test $5.00; Rabies treatment $10.00; Wassermann-Kahn 
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Lattimore Laboratories 


_ Topeka, Kansas 


THE 


TOPEKA, KANSAS 


J. L. Lattimore, M. D. Director 
A. C. Keith, B. S. Chemist 
Allen Gold, M. A., M. T. 

H. C. Ebendorf, M. T. 


$2.00 


Containers furnished upon request. 


OFFICES: 
El Dorado, Kansas Sedalia, Mo. McAlester, Okla. 
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ANNOUNCEMENTS 


The American Congress on Obstetrics and Gynecology 
will be held in Cleveland, September 11-15, 1939. 
Further information may be obtained from The Annex, 
650 Rush Street, Chicago, Illinois, c/o R. W. Holmes, 
M. D., Treasurer. 


The American Board of Obstetrics and Gynecology an- 
nounces that at the annual meeting of the Board held in 
St. Louis on May 12, it was found necessary, on account 
of increased administration expenses, to increase the ap- 
plication and examination fees. Effective immediately, 
these are to be as follows: Application fee $15.00, payable 
upon submission of application for review by Board. 
Examination fee $75.00 payable upon notification to 
candidate of acceptance of the application and assignment 
for examination. Neither fee is returnable. This increase 
does not apply to candidates whose applications were filed 
prior to May 12, 1939. 

The next written examination and review of case histories 
(Part 1) for Group B candidates will be held in various 
cities of the United States and Canada on Saturday, De- 
cember 2, 1939, at 2:00 P.M. The Board wishes to an- 
nounce that it will hold only one Group B. Part I, 
examination in this and subsequent years. Candidates who 
successfully complete the Part I examinations proceed auto- 
matically to the Part II examinations held later in the year. 

For further information and application blanks, address 
Dr. Paul Titus, Secretary, 1015 Highland Building, Pitts- 
burg (6), Pennsylvania. 


The twenty-third annual meeting of the Railway Sur- 
geons will be held at the Palmer House, Chicago, Sep- 
tember 19-23. 

This association includes members in practically every 
railroad company in the United States, as well as the 
separate group organizations. 

A scientific program has been arranged and all phy- 
sicians and surgeons are invited to attend the sessions 
ot this meeting as guests of the organization. There will 
be no registration fee to M. D. non-member guests. A 
technical show will be held, in addition to the scientific 
exhibits, including the presentation of new equipment, 
new pharmaceutical and biological products and the latest 
techniques in many branches of the profession. Complete 
program and information regarding the meeting and the 
exhibits may be secured by addressing Mr. A. G. Park, 
Convention Manager, the American Association of Rail- 
way Surgeons, Palmer House, Chicago. 


The American Public Health Association has recently 
adopted five Reports dealing with Educational Qualifi- 
cations of Public Health Statisticians, School Health Edu- 
cators, Public Health Engineers, Sanitarians, and Sub- 
Professional Field Personnel in Sanitation. Copies may be 
secured from the Book Service, American Public Health 
Association, 50 West 50th Street, New York, N. Y. 


The eighteenth annual scientific and clinical session of 
the American Congress of Physical Therapy will be held 
September 5, 6, 7, 8, 1939, at the Hotel Pennsylvania, 
New York City. 
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Written examinations for certification by the American 
Board of Internal Medicine will be held in various sections 
of the United States on the third Monday in October and 
the third Monday in February. Formal application must 
be received by the Secretary before August 20, for the 
October 16, examinations and on or before January 1 for 
the February 19 examinations. Application forms may be 
obtained from Dr. William S$. Middleton, Secretary- 
Treasurer, 1301 University Avenue, Madison, Wisconsin. 


The forty-fourth annual convention of the American 
Academy of Ophthalmology and Otolaryngology will be 
held in Chicago, October 8-13 at the Palmer House. The 
academy has a membership of about 2,800 eye, ear, nose, 
and throat specialists. About half the program will be 
devoted to instructional courses, with many eminent specia- 
lists as speakers. For further information write the Academy 
at 1500 Medical Arts Building, Omaha, Nebraska. 


The American Public Health Association will hold their 
sixty-eighth annual meeting in Pittsburgh, Pennsylvania, 
October 17-20, with headquarters in the William Penn 
Hotel. Dr. Reginald M. Atwater, 50 W 50th Street, 
New York City, N. Y., is the Executive Secretary of the 
Association. 


The Third Congress of the Pan-Pacific Surgical As- 
sociation will be held in Honolulu, September 15-28, 
1939. Communication for information should be di- 
rected to George W. Swift, M.D., 902 Boren Avenue, 
Seattle, Washington, past president of the Association. 


BOOK REVIEWS 


INJECTION TREATMENT OF VARICOSE VEINS 
AND HEMORRHOIDS—H. O. McPheeters, M.D. and 
James K. Anderson, M.D. Publishers, F. A. Davis Com- 
pany, Philadelphia. Price $4.50. 

The treatment of varicose veins by injections of sclerosing 
solutions is here presented in a most effective manner. 
With a groundwork of anatomy, embryology, etiology, dif- 
ferential diagnosis, and pathology associated with varicose 
veins, the author leads on to a detailed discussion of the 
preferred methods of treatment with the indications for 
each combination of therapeutic measures. A comparison of 
the solutions which are available for injections, a discus- 
sion of the necessary equipment, and a description of the 
detailed technic of the method follow. The author’s technic 
of injection is somewhat more elaborate, and his plan of 
treatment more intensive than that commonly used, but it 
is based on sound physiological principles and reasoning, 
and has given excellent results in his hands. Concluding 
the monograph there is a consideration of the after care, 
the complications, and the causes of failure. 

The section of the book devoted to the treatment of 
hemorrhoids by the injection method is also an excellent 
presentation of the subject. Emphasis is placed on the ana- 
tomical relationships, the pathology, a proper diagnosis of 
the type of hemorrhoids present, proper selection of cases 
for this type of treatment, and the necessity of a thorough 
course of treatment if satisfactory results are to be obtained. 
Disadvantages and complications are discussed as well as 
the advantages, and after reading it the reader comes to the 
opinion that the author has expressed in his conclusions— 
that “ with care in selecting his cases, the use of 
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SILVER PICRATE 


CONVENIENT OFFICE 
TREATMENT FOR 
TRICHOMONAS, 
VAGINITIS 4 


Tus simple treatment requires but 
two office visits, a week apart, for insuffla- 
tions and the nightly insertion of a Silver 
Picrate suppository for twelve nights. 


Complete remission of symptoms and re- 
moval of the trichomonad from the vaginal 
smear usually is effected following the Silver 
Picrate treatment for trichomonas vaginitis. 


Complete information on request 


JOHN WYETH & BROTHER, INCORPORATED, Philadelphia, Pa. 


Physicians Casualty Association Cook County 


Physicians Health Association 


HOSPITAL ZA Graduate School of Medicine 
(alle) 


ACCIDENT (In Affiliation with COOK COUNTY HOSPITAL) 
SICKNESS Incorporated not for profit 


INSURANCE 


ANNOUNCES CONTINUOUS COURSES 


For ethical practitioners exclusively September 2 Weeks Bersonal Course 

i e 7. i in A . 

(50,000 POLICIES IN FORCE) trocardiography Augus pecial Courses in August 
Two Weeks Course October 9. 


Liberal Hospital Expense Coverage for $10.00 Per Year SURGERY—General Courses One, Two, Three and Six 
Months; Two Weeks Intensive Course in Surgical Tech- 
$5,000.00 accidental death 32250 nique with practice on living tissue; Clinical Courses; 


vaigaase 4 Special Courses. Courses start every two weeks. 
A 


Four Weeks Personal Course August 28. Two Weeks 


$10,000.00 accidental death $2200 Course October 9. 
$50.00 weekly indemnity, health and accident per year OBSTETRICS--Two Weeks Intensive Course June 19, 
October 23. Informal Course every week. 

° FRACTURES & TRAUMATIC SURGERY—Ten Day 
$1 5,000.00 accidental death $99.00 Formal Course June 19, September 25. Informal 
$75.00 weekly indemnity, health and accident _ per year Course every week. 

—— OTOLARYNGOLOGY—Two Weeks Intensive Course 
37 ears an der the same management starting September 11. Informal Course every week. 
J 8 OPHTHALMOLOGY—Two Weeks Intensive Course 
$1 700 000 INVESTED ASSETS starting September 25. Informal Course every week. 
CYSTOSCOPY—Ten Day Practical Course rotary ever 
$9,000,000 PAID FOR GL AIMS two weeks. Urology Courses every two Bes nig “3 
ROENTGENOLOGY—Special Courses X-Ray Interpre- 
$200,000 deposited with State of Nebraska for tation, Fluoroscopy, Deep X-Ray Therapy coneian ps 
protection of our members. week. 
Disability need not be incurred in line of duty—benefits TEACHING FACULTY—ATTENDING STAFF OF 
from the beginning day of disability. COOK COUNTY HOSPITAL 
Send for applications, Doctor, to Address: Registrar, 427 South Honore Street, 
Chicago, Illinois 


Omaha, Nebraska 


400 First National Bank Building 
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judgment, patience, and honesty with the patient the re- 
sults should be all that he and his patient desire”. 

The presentation of this similar type of treatment for the 
similar pathological conditions (varicosities of the lower 
extremity and hemorrhoidal veins) is excellent throughout. 
This book is worth owning.—O. R. C. 


SYMPTOMS OF VISCERAL DISEASE: A study of the 
vegetative nervous system in its relationship to clinical 
medicine. By Francis M. Pottenger. Fifth edition 1938. 
Published by C. V. Mosby Co., St. Louis. Price $5.00. 

Since the first edition of this book in 1919 considerable 
knowledge has been added to an understanding of the 
vegetative nervous system both in its anatomic and physio- 
logic aspects. The functional disturbances, resulting from 
disordered activity of this mechanism which controls nor- 
mal visceral activities, are still one of our greatest clinical 
problems. These disturbances may result from abnormal 
visceral reflexes due to visceral disease or due to psychic or 
central conditioning of these reflexes. The author limits his 
discussion to the former. 

Symptoms of disease are considered in a broad sense, 
including those brought about by reflex action, toxemia, 
and resulting changes in the nervous and endocrine balance, 
in addition to those caused directly by the disease process. 
The new edition contains a chapter on visceral pain and 
each organ or system is considered separately with its vis- 
ceral reflexes and their clinical importance. D. C. W. 


PRACTICAL BACTERIOLOGY, HAEMATOLOGY, 
AND ANIMAL PARASITOLOGY, by E. R. Stitt, M.D., 
Paul W. Clough, M.D., and Mildred C. Clough, M.D. 
Ninth Edition. 961 pages, 208 illustrations, published by 
P. Blakiston & Sons. 

To many physicians and: to most of those engaged in 
clinical laboratory work, “Stitt” needs no introduction. 
For eight editions and more than twice as many years, it has 
been a standard reference work as well as a laboratory 
manual for the technician and a guide to interpretation of 
laboratory findings for the clinical practitioner. In the prep- 
aration of the ninth edition, Admiral Stitt has had the 
assistance of Drs. Clough, of John Hopkins University. The 
entire text has been rewritten, with the addition of so much 
new material as to make the present publication more 
nearly a new book than a new edition of an old one. 

The section on Bacteriology is particularly adequate, and 
is written from the viewpoint of the diagnostician rather 
than from that of the theoretical bacteriologist. The pres- 
entation is of diseases, and the identification of the bacteria 
causing them, rather than of systemic bacteriology, with 
parenthetical reference to the diseases which those bacteria 
may cause. 

Symptomatology, especially of the rarer diseases, and of 
those more common to the tropics, has been stressed 
throughout the book, with reference to the laboratory pro- 
cedures which are of great value in differentiating between 
diseases presenting similar or confusing symptoms. 

The sections on Haematology and Blood Chemistry have 
been expanded to include many recent developments and 
technics. In the latter, the technics are presented concisely, 
and the bulk of the chapter is devoted to the clinical inter- 
pretation of results, and the clinical indications for various 
tests. 

Perhaps the most valuable feature of the book is the 
final section, “Laboratory Procedures Useful in Diagnosis,” 
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in which the diseases in which laboratory examinations may 
be of value are listed alphabetically, together with the 
appropriate laboratory procedures for each. 

The index is comprehensive.—A. G. 


NEW BOOKS RECEIVED 


DRUG ADDICTS ARE HUMAN BEINGS—By Henry 
Smith Williams, M. D. Published by Shaw Publishing Com- 
pany, Washington D. C., at $2.50 per copy. Octavo 273 
pages, nine drawings, and divided into five divisions, or 
books. Book I, Cruel, But Not Unusual. Book II, Execu- 
tion by Code. Book III, The Blackmail Code and the Doc- 
tors. Book IV, Ipso Facto Racketeers in Action. Book V, 
From Star Chamber to Court of Justice. 


THE NEW INTERNATIONAL CLINICS, VOL- 
UME IV, New Series, December 1938. Edited by George 
Morris Piersol, M.D., professor of medicine, Graduate 
School of Medicine, University of Pennsylvania, Philadel- 
phia, Pennsylvania. Octavo, 349 pages, illustrated, and pub- 
lished by the J. B. Lippincott Comopany, Philadelphia, 
Pennsylvania. 


CLINICAL LABORATORY METHODS AND DIAG- 
NOSIS By R. B. H. Gradwohl, M.D., director of the Grad- 
wohl Laboratories and Gradwohl School of Laboratory 
Technique. Octavo 1607, 492 illustrations in the text and 
44 color plates. Published by the C. V: Mosby Company, 
St. Louis, Missouri. Chapter I, General Consideration; 
Chapter II, Urine Analysis; Chapter III, Blood Chemistry; 
Chapter IV, Hematology; Chapter V, Gastric Analysis; 
Chapter VI, Examination of Puncture Fluids; Chapter VII, 
Examination of Sputum; Chapter VIII, Special Tests; Chap- 
ter IX, Feces; Chapter X, Bacteriologic Applications to 
Clinical Diagnosis; Chapter XI, Serology; Chapter XII, 
Basal Metabolism; Chapter XIII, Postmortem Exxamina- 
tions; Chapter XIV, Tissue Cutting and Staining; Chapter 
XV, Preparation of Museum Specimens; Chapter XVI, 
Toxicologic Technic; Chapter XVII, Detection of Crime 
by Laboratory Methods; Chapter XVIII, Parasitology and 
Tropical Medicine; and Chapter XIX, Minimum Supplies, 
Equipment and Reagents for Pathologic Laboratories. 


THE TREATMENT OF FRACTURES: By Charles 
Locke Scudder, A.B., Ph.B., M.D., F.A.C.S., Consulting 
Surgeon to the Massachusetts General Hospital; Formerly 
Assistant Professor of Surgery at the Harvard Medical 
School; Fellow American Surgical Association; Member of 
the American Society of Clinical Surgery. Eleventh Edition, 
Revised. 1209 pages with 1717 illustrations. Philadel- 
phia and London: W. B. Saunders Company, 1938, at 
$12.00 per copy. 


SYNOPSIS OF CLINICAL LABORATORY METHODS 
By W. E. Bray, M.D., professor of clinical pathology, Uni- 
versity of Virginia, Director of Clinical Laboratories, Uni- 
versity of Virginia Hospital. Second Edition, with fifty- 
one text illustrations, seventeen color pages, and 408 pages. 
Published by the C. V. Mosby Company, St. Louis, Mis- 
sour. The sixteen chapters of the book are on such sub- 
jects as Urinalysis. Hematology, Sputum and Milk Exam- 
inations, Bacteriology, Feces and Intestinal Parasites, Gas- 
tric Analysis, Allergy Tests, Basal Metabolism Tests, Sur- 
gical Pathology, and concludes with Indicators, Stains and 
Staining Solutions, Reagents, Removal of Laboratory Stains, 
Atomic Weights, Table of Equivalents, Table of Normals. 
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Accidental Discovery 


Gelatinized Milk DECREASES INCIDENCE OF 
UPPER RESPIRATORY INFECTIONS 


IN INFANTS 
Many a useful discovery 


has resulted from a chance 
finding by a keen observer. 


Two years ago a group of university workers fed 
milk containing 1 and 2% plain, unflavored gel- 
atine to a group of infants. There was a lower 
incidence of vomiting, diarrhea, and constipation 
than in control groups. As a corollary, they noticed 
that those receiving the gelatine formula suffered 
fewer upper respiratory infections. This was inter- 
esting enough to demand further study. The work* 
was recently repeated in two different clinics and 
the results substantiated. Knox Gelatine (U.S.P.) 
was used. It is 100% pure U.S.P. Gelatine—85 % 
protein—in an easily digestible form—contains no 
sugar and should not be confused with factory- 
flavored, sugar-laden dessert powders. 


* Fuirther Clinical Observations on Feeding Infants 
Whole Milk, Gelatinized Milk, and Acidified Milk. 
C. Loring Joslin, M.D., F.A.A.P.; Bulletin of 
the School of Medicine, University of Maryland; 
Jan. 1939. 

Write Dept. 423 


JOHNSTOWN NEW YORK | 


M.D. 


‘Please send reprint 


of Joslin study. 
ree 


City State 
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MATERIA MEDICA DRUG ADMINISTRATION 
AND PRESCRIPTION WRTNG—Oscar W. Bethea, M. 
D., F.C. S., F. A. C. P., Professor of Clinical Medicine, 
Tulane School of Medicine; Professor Therapeutics, Tulane 
Graduate School of Medicine; Senior Physician, Southern 
Baptist Hospital (New Orleans); Senior Visiting Physician, 
Charity Hospital of Louisiana; Member revision Committee, 
U. S. Pharmacopoeia. Fifth Revised Edition, in Three 
Parts, Octavo, 577. Published by The F. A. Davis Company, 
Philadelphia, Pennsylvania, at $5.00 per copy. Part I, 
Materia Medica. Part II Prescription Writing. Part III, 
Illustration showing Incorrect and Correct Forms in Pre- 
scription, with actual examples. 


THE 1938 YEAR BOOK OF DERMATOLOGY AND 
SYPHILOLOGY—Edited By Fred Wise, M. D., Professor 
of Clinical Dermatology and Syphiololgy, New York, 
Postgraduate Medical School and Hospital of Columbia 
University; and Marion B. Sulzberger, M. D., assistant 
Professor of Clinical Dermatology, New York Post- 
graduate Medical School and Hospital of Columbia Uni- 
versity. Published by the Year Book Publishers, Chicago, 
at $3.00 per copy. Octavo 736 pages with fifteen chapters 
and illustrations. Includes sections on Modern Treatment 
of Common Fungous Affections; Mycotic Infections, In- 
cluding Eczematous Eruptions Due to Fungi; Allergy and 
Immunology; Drug Eruptions; Other Infetcions; Venereal 
Diseases Other Than Syphilis; Syphilis and Its Therapy. 


WORKBOOK IN ELEMENTARY DIAGNOSIS FOR 
TEACHING CLINICAL HISTORY RECORDING AND 
PHYSICAL DIAGNOSIS—By Logan Clendening, M. D., 
Professor of Clinical Medicine, University of Kansas 
School of Medicine, Kansas City, Kansas. Published by the 
C. V. Mosby Company at $3.00 per copy. Octavo 167 
pages with illustrations. Textbook for use of medical stu- 
dents in recording diagnosis, examinations and working 
out lessons in the text. 


A TEXTBOOK OF HEMATOLOGY—By William 
Magner, M. D., Pathologist, Saint Michael’s Hospital, To- 
ronto, Canada; Lecturer in Pathology, University of 
Toronto. Published by P. Blakiston’s Son & Co., Inc., 
Philadelphia. Octava 395 pages. The book consists of 
seventeen chapters, with charts, colored plates, and photo- 
micrographs used to illustrate the contents. Chapter titles 
are as follows: The Cellular Elements of the Blood; The 
Bone Marrow; The Erythocytes; Platelets; Leukocytes; 
Hemoglobin and Its Derivatives; Laboratory Methods; The 
Pathogenesis of Anemia; Dyshemopoietic Anemias; Post- 
Hemorrhagic Anemias; Hemolytic Anemias; Polycythemia 
Vera; The Leukemias; Myelogenous, Lymphatic and Meno- 
cytic Leukemias; References, and Index. 


THE PHYSICIAN’S BUSINESS—By George D. Wolf, 
M. D., Attending Otolaryngologist, Sydenham Hospital, 
New York City, and Riverside Hospital, New York City. 
Published by the J. B. Lippincott Company, Philadelphia. 
Octavo 384 pages with 14 chapters and 57 illustrations in 
the text. The foreword of the book is presented by Harold 


Rypins, M. D. The chapters include, Hospital Internship; 
Medical Careers Other Than Private Practice; Specialization; 
Location; Planning and Equipping an Office; Technics; 
Office Personnel; Surgical Instruments; Forensic Medicine; 
Income Tax; etc. 


A TEXTBOOK OF PATHOLOGY—Third Edition, 
Edited by E. T. Bell, M. D., Professor of Pathology in 
the University of Minnesota, Minneapolis, Minnesota. 
Published by Lea & Febiger, Philadelphia, at $9.50 per 
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copy. Octavo 894 pages, with 412 engravings and two 
colored plates. The 29 chapters in the book contain the 
following: Predisposition to Disease; Mechanical Injuries; 
Injuries Due to Physical Agents; Injuries Due to Chemical 
Agents; Circulatory Disturbances; Retrogressive Tissue 
Changes; Inflammation; Tuberculosis; The Venereal Dis- 
eases; Leprosy and Glanders; The Mycoses; Tumors; 
Gynecological Pathology; Diseases of the Urinary System; 
Diesases of the Reproductive Organs of the Male; Diseases 
of the Heart; Diseases of the Blood-Vessels; Acute In- 
fectious Diseases; Diseases of the Thymus and Lymph 
Nodes; Diseases of the Spleen; Diseases of the Respiratory 
System ;Diseases of the Digestive System; Diseases of the 
Pancreas; Diseases of the Liver and Gall-Bladder; Diseases 
of the Ductless Glands; Neuropathology; Diseases of the 
Blood; Diseases of the Bones and Joints. Contributors to 
the text other than Dr. Bell, are B. J. Clawson, M. D., 
University of Minnesota; Hal Downey, Ph. D., University 
of Minnesota; J. S. McCartney, M. D., University of 
Minnesota; and C. J. Watson, M. D., University of 
Minnesota. 


PRACTICAL BACTERIOLOGY, HAEMATOLOGY, 
AND ANIMAL PARASITOLOGY—By E. R. Stitt, M. D., 
Rear Admiral, Medical Corps, and Surgeon General, U. S. 
Navy, Retired; Paul W. Clough, M. D., Chief of Diag- 
nostic Clinic, Johns Hopkins Hospital; Mildred C. Clough, 
M. D., Formerly Fellow in Bacteriology and Instructor in 
Medicine, Johns Hopkins University. The Ninth Edition, 
Published by P. Blakiston’s Son and Company, Inc., Phila- 
delphia. The books divided into four parts with an 
octavo of 961 pages and forty-two chapters. Charts for the 
use of the reader are placed on the inside of the front and 
back covers of the book. Part I, Bacteriology; Part II, 
Haematology; Part III, Animal Parasiology; and Part IV, 
Pathological Examinations of the Various Fluids and 
Organs. Chapters in the book include: Study and Identi- 
fication of bacteria; Study and identification of spirochaetes; 
Blood Cultures; Examination of the Gastric Contents; The 
Technique of Clinical Blood Examinations; Diseases of the 
Blood; Important Animal Parasite Diseases; The Flat 
Worms; The Mosquitoes; Poisonous Snakes and Lizards; 
Diagnosis of Infections of the Ocular Region; The Endo- 
crine Glands; etc. 


SMALL-POX 


Twenty-six cases of small-pox have appeared in Topeka 
during the past three weeks. : 

Through an excellent campaign directed by Dr. C. B. 
Stephens, City Health Officer of Topeka, and by the Shaw- 
nee County Medical Society, approximately 40,000 persons 
in Shawnee County have been vaccinated. 


RESOLUTIONS 


The following resolutions and reports are among those 
adopted by the House of Delegates of the American 
Medical Association at its St. Louis meeting: 

“Whereas, Thousands of children with defective 
vision and hearing in the schools of our country are 
endeavoring to obtain an education; and 

Whereas, The importance of the early diagnosis 
and correction of these defects is necessary to better 
education; be it 

Resolved, That the American Medical Association 
give support and encouragement to the various state 
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woo HOSPITAL 


PUEBLO, COLORADO 
Founded 1896 by Dr. Hubert Work 


A modern, newly constructed 
sanitarium for the scientific 
care and treatment of those 
nervously and mentally ill, the 
senile and drug addicts. 


CRUM EPLER, M.D. 
Superintendent 


iS aan Soon American Optical Company will bring 

3 C) out a new Additive Phoroptor . . . . with ex- 
== clusive features to be found in no other refrac- 
tive unit. Wherever advance showings of this 
Phoroptor have been made, the reception has 

with been gratifying. For simplicity of operation, 


patient comfort and accuracy of findings—we 


FACIAL FREEDOM 
PRESCRIPTION ACCURACY 
FINGER TIP OPERATION 


think this instrument is unequaled. If you 
are thinking of new refractive equipment, wait 
until you see the new AO Additive Phoroptor. 


AMERICAN OPTICAL COMPANY 
Aleohol — Morphine — Barbital 


Addictions Successfully Treated Since 1897 by the Methods of Dr. B. B. Ralph 


Write for descriptive booklet 


|THE RALPH SANITARIUM 
Ralph Emerson Duncan, M.D. 
Director 


529 Highland Ave. Kansas City, Mo. 
Telephone—VIctor 4850 


Registered by the Council on a Education and Hospitals of the 
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medical societies and other agencies and foundations 
in carrying on a nation-wide testing of school children 
for the early detection of these handicaps.” 

* * 

“Whereas, Years ago the examinations made by 
clinical laboratories were largely factual in nature 
and, as a consequence, a portion of the work was done 
by chemists and technicians not having medical de- 
grees or being licensed to practice medicine; and 

Whereas, The developments in laboratory medicine, 
particularly in the last one or two decades, have been 
such as to require clinical medical knowledge for the 
safe performance of many of the newer diagnostic 
procedures undertaken; and 

Whereas, Specimens are obtained by surgical means 
from the spinal canal, veins and organs of the body 
and dyes and other drugs are injected for the purpose 
of various functional tests, all definitely requiring 
clinical medical experience and judgment for their 
performance and interpretation if the safety of the 
patient is to be guarded; therefore, be it 

Resolved, That the American Medical Association 
specifically recognize the practice of clinical pathology 
as a specialty of medicine and believes that those 
persons who practice it and who act as directors of 
clinical laboratories must be graduates of recognized 
medical schools and licensed to practice medicine in 
their respective states; and further be it 

Resolved, That owing to the nature of the subject, 
the American Medical Association recognize that it is 
necessary for these persons to complete at least three 
years of adequate training in clinical pathology, in 
addition to the training which they have received in 
regular courses in medical schools, before assuming 
the directorship of clinical laboratories.” 

“Whereas, The Army Medical Library and Museum 
are housed in a building entirely inadequate for their 
present purposes and without possibility of expansion 
for future growth; and 

Whereas, The immensely valuable collection of 
medical literature and of anatomic and pathologic 
specimens is in constant danger of destruction both 
from the hazards of fire and from the limited space 
for their proper preservation; and 

Whereas, The Army Medical Library and Museum 
constitute a monumental asset both to the United 
States government and to the medical profession of 
the entire country; and 

Whereas, The Secretary of War was authorized by 
Act of Congress, approved June 15, 1938, to construct 
a building to replace the present quarters of the 
Army Medical Library and Museum but was not 
enabled by the necessary appropriation to carry out 
the purpose of the Act; now therefore be it 

Resolved, That the Medical Society of the District 
of Columbia respectfully petitions the Congress to 
provide the necessary funds for a new and adequate 
building for the Army Medical Library and Museum 
at as early a date as possible; and 

Resolved, That copies of this resolution be for- 
warded to the President of the United States, to the 
Secretary of War, to the Director of the Budget, to 
the Surgeon General of the Army, to the Chairman of 
the Senate and House committees on military affairs 
and to the senate and house committees of the District 
of Columbia; and be it further 

Resolved, That the delegates be instructed to present 
this resolution to the House of Delegates of the 


American Medical Association at the St. Louis Session 
and to endeavor to secure endorsement of its purposes 
by that House.” 


~ * 


“Amend chapter VIII, section 1, beginning with 
the sentence “The Council on Medical Education and 
Hospitals,’ line 4, page 19, and ending at the period in 
the ninth line on page 20 to read as follows: The 
Council on Medical Education and Hospitals shall 
consist of nine members each elected for nine years, 
one being elected each year: Provided three members 
be elected in 1940, one for nine years, one for eight 
years and one for seven years, and provided that the 
present members of the Council on Medical Edu- 
cation and Hospitals be continued as members until 
the terms for which they were elected shall have 
expired. The members of the Council shall be 
elected by the House of Delegates no nomination 
by the Board of Trustees, provided that the Board of 
Trustees shall place in nomination the names of three 
Fellows of the American Medical Association for each 
position. The members of the Council shall not be 
eligible for reelection. The Board of Trustees shall 
make their choice on the basis of securing for mem- 
bership on the council representation from general 
medical practice, special medical practice, medical 
education and graduate medical education. This 
Council shali prepare each year a report of its work 
and its recommendations, which shall be submitted 
to the House of Delegates. 

Amend chapter IX, sec. 2, line 4, page 23, by in- 
serting after the words ‘medical education’ the words 
‘including premedical, undergraduate and graduate 
medical education.’ ” 


* ~ * 


“Whereas, It is well known that many persons are 
blind and that a great many have defective sight; and 

Whereas, An analysis of the records suggests the 
conclusion that in many cases the sight might have 
been saved had adequate protective measures been 
employed; and 

Whereas, The preservation of human sight is of in- 
estimable value to the individual; and 

Whereas, A large percentage of the blind are or 
become public charges; therefore be it 

Resolved, That the Section on Ophthalmology 
petition the House of Delegates to request the Board 
of Trustees of the American Medical Association to 
appoint a special committee to study all phases of the 
problem of prevention of blindness and that a report 
of its activities be made at the 1940 session of the 
House of Delegates.” 


* * * 


“Whereas, The House of Deiegates has for years 
past urged the unification of the health and medical 
activities of the federal government, except for the 
medical services of the Army and Navy; and 

Whereas, These activities are at present widely 
scattered in various governmental agencies; therefore 
be it 

Resolved, That the House of Delegates of the 
American Medical Association go on record as favor- 
ing: (1) That the health and medical activities of 
the Children’s Bureau be transferred from the De- 
partment of Labor and placed with the United States 
Public Health Service; and (2) That the Division of 
Industrial Health remain in the United States Public 
Health Service, where it is now.” 
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SOON TO BE RELEASED 


Sutton and Sutton New 10th Edition 


DISEASES of the SKIN 


by RICHARD L. SUTTON, Professor of Dermatology, University of Kansas, 
School of Medicine, and RICHARD L. SUTTON, JR., Instructor in Dermato- 
logy, University of Kansas, School of Medicine. 


Tenth Edition. Revised and Enlarged. 1800 Pages, 1500 Illustrations, 20 


Color Plates. 
PRICE, about $13.50. 


ILLUSTRATIONS ® 


In the preface to the new Tenth Edition the 
authors say: ‘Few branches of medicine have 
made such progress in the past four years as 
dermatology. Without losing our concept of 
this field of practice as a specialty we believe 
the time has come to tie the description and 
concepts of disorders of the skin with general 
medicine and pathology. In the present volume 
we have attempted to do this.” 

In view of the favorable reception accorded the 
etiologic classification in the 1937 edition of 
“INTRODUCTION TO DERMATOLOGY” 
and the tendency nowadays to inquire “What is 
going on?” rather than “What name is ap- 
plicable to this manifestation?” the material has 
been arranged in a fashion radically different 
from the arrangement of the ninth edition. / 


THE C. V. MOSBY CO. 
3525 Pine Blvd., St. Louis, Mo. 


TEXT MATTER GREATLY INCREASED 
3000 NEW BIOGRAPHICAL 


ENTRIES ® RADICALLY DIFFERENT ARRANGEMENT 


Gentlemen: Send me as soon as available the new Tenth Edition of Sutton and Sutton 
“DISEASES OF THE SKIN,” charging my account. Price, about $13.50. 


@ 300 NEW 


There have been added a number of colored 
plates and 300 new illustrations. By conden- 
sation of type and more effective use of page 
space, 50 per cent increase in textual matter and 
approximately 3000 additional bibliographic 
entries have been included. Descriptions of all 
significant entities, syndromes and concepts and 
of many exotic, unusual and even exceptional 
dermatoses have been incorporated. The authors 
have not hesitated to give their opinion and 
ideas particularly regarding treatment. In some 
cases these are original as in the treatment of 
Calcinosis Universalis, Urticaria Pigmentosa, 
and Pityriases Rosea, in the etiology of Infantile 
Mycotic Eczema as a birth canal infection and 
in the description of Keratoses and early 
Carcinomas. 
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AUXILIARY 


PRESIDENT’S MESSAGE 


Dear Auxiliary Members: 

As one year closes and another begins I bring you 
greetings. The convention of the Auxiliary to the Ameri- 
can Medical Association in St. Louis was a great inspira- 
tion as it must be to every new president. 


Each session brought messages from all corners of the 
United States and it was thrilling to hear what others were 
doing. So many Auxiliaries are sponsoring student loans 
of one kind or another to help young doctors and nurses 
to get their education. Several help their local hospitals, 
others help the visiting nurses association. In some places 
there are study groups informing themselves on health 
education, 


Dr. Rock Sleyster, the new President of the A. M. A., 
made us as doctor’s wives feel very important, by telling 
how much it means to the doctor to have an understanding 
wife; one who must share her husband with the com- 
munity and one who must be tolerant and ready to bolster 
up the disappointments which so frequently come. In 
short, we went away resolved to be better wives than ever 
before. 


The national officers are such far-seeing women that we 
were filled with encouragement to come back to our re- 
spective states and plan for a year full of earnest work. 


Needless to say the social end of the convention was 
most enjoyable, with drives, teas, buffet suppers, luncheons 
and closing with the “Bring Your Husband Dinner.” St. 
Louis was, as always, a most gracious hostess. 

Let each county Auxiliary plan her program early for 
the year, and as the material comes to us from our national 
organization, we can add to our program. In closing, may 
I wish for each of you a most pleasant vacation as we 
look forward to a full and fruitful year. 

Mrs. La Verne B. Spake. 


The Kansas Medical Auxiliary met in Topeka May 2, 
3, 4, with the usual large attendance. 

A tea at the executive mansion Tuesday afternoon opened 
the social activities. The hostesses were Mrs. Payne Ratner 
and the members of the Shawnee County Auxiliary. That 
evening the visiting ladies were entertained with a theatre 
party at the Jayhawk. Wednesday the members of the 
Auxiliary were delightfully entertained with a luncheon and 
fashion show held in the roof garden of the Hotel Jay- 
hawk. The speakers’ table was centered with bouquets 
which were presented to the guests. Places were marked with 
favors colorfully wrapped to add to the decoration. The 
luncheon address was given by Dr. Arthur D. Gray. His 
seubject was “The Diagnosis and Treatment of the Jitters.” 
He also discussed his marionettes. The luncheon was at- 
tended by 274 members. 

The large number of Auxiliary members and doctor’s 
wives who participated in the social and business activities 
of the Auxiliary meeting were delighted with the program 
provided by the Shawnee County Auxiliary and were loud 
in their praise of the organization work necessary to make 
all affairs run.so smoothly. 
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Mrs. La Verne B. Spake, of Kansas City, was installed 
as president of the state Auxiliary following the luncheon. 
at which time she announced her committee chairmen. 
Other officers elected are as follows: President-Elect, Mrs. 
T. D. Blasdel, Parsons; Ist vice-president, Mrs. L. S. Nel- 
son, Salina; 2nd vice-president, Mrs. A. C. Flack, Fredonia; 
recording secretary, Mrs. C. Omer West, Kansas City; 
treasurer, Mrs. F. L. Dennis, Dodge City. 


Committee Chairmen: Archives, Mrs. J. B. Carter, \Wil- 
son; Health-Education, Mrs. F. C. Taggert, Topeka; His- 
torian, Mrs. G. M. Edmonds, Horton; Hygeia, Mrs. C. D. 
Kosar, Concordia; Legislation, Mrs. E. C. Duncan: Fre- 
donia; Organization, Mrs. F. E. Coffey, Hays; Parliamen- 
tarian, Mrs. M. O. Nyberg, Wichita; Press-Publicity, Mrs. 
W. G. Emery, Barnard; Public Relations, Mrs. R. W. 
Urie, Parsons; Exhibits, Mrs. E. J. Nodurfth, Wichita. 


The picturesque country lodge of Dr. and Mrs. E. E. 
Tippin was the scene of a covered dish luncheon Monday, 
May 8, when the members of the Sedgwick County Auxili- 
ary foregathered at their regular meeting. Following the 
luncheon the newly elected officers were installed. Mrs. 
J. S. Reifsneider, president; Mrs. C. H. Warfield, vice- 
president; Mrs. Hervey Hodson, president-elect; Mrs. N. C. 
Nash, recording secretary; Mrs. C. K. Wier, corresponding. 
secretary; Mrs. V. L. Pauley, treasurer. 


OUT-GOING PRESIDENT’S MESSAGE 


I come before you to express gratitude for the privilege 
of having been your president for the past year. A year 
ago this office seemed a great responsibility, but with all 
of your loyal cooperation, we have lived through it with 
greater friendships and understanding. 


If this year has been successful, fairness compels me to 
divide honors with those who have made the success pos- 
sible. We have a great responsibility to the future as well 
as an important obligation to the past. 


You sent me to San Francisco, 1600 miles west of my 
home. I enjoyed the National Auxiliary meetings, made 
many friends, and met old friends, and one pleasure was 
to have so many of the Kansas Auxiliary members enjoy 
the National Auxiliary meeting in San Francisco with me. 
It was all so beneficial and inspiring to the Auxiliary mem- 
bers. 


In October, I visited Saline and Wyandotte counties. 
November 11, I attended the mid-winter board meeting 
in Chicago. December was our red letter month. It gave us 
the pleasure of having our National President, Mrs. C. C. 
Tomlinson of Omaha, attend our mid-winter board meet- 
ing in Hays. Most of our board members were present, 
coming from widely scattered points of the state. The 
Central Kansas Auxiliary members were the hostesses for 
the day. 


I made a special trip to Topeka the Ist of March per- 
taining to the convention. Later in March I started on an- 
other official visit with my corresponding secretary, Mrs. 
H. R. Bryan of Hays, visiting Wilson, Neosho, Labette, and 
Sedgwick counties. I returned home for a couple of days. 
to start out again with Mrs. Bryan to vsit Cloud county. 

In April, I visited Ford county. Barton and Neosho 
counties have been newly organized this year. I have writ- 
ten practically 300 letters and cards and traveled 6,700 
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Personal Trust Service Devoted to Income Building 


Many wealthy men have created Living Trusts to provide for themselves, 
their families and their charities. 

The time of the professional man particularly, is often so valuable that 
he cannot afford to spend it upon the continuous study required for 
safe and successful investment. Living Trusts of any size desired can be 
created through Insured Investors, Inc. at a nominal cost for the 
standardized service. 

Information regarding the service may be obtained from the following 
or by writing to the Home Office. 


District Managers 


J. O. Bishop, Topeka, Kansas John W. Lloyd, Fredonia, Kansas 
H. W. Allen, Wichita, Kansas Dorman D. Drake, Salina, Kansas 
John A. Foltz, Salina, Kansas 


INSURED INVESTORS, INCORPORATED 


1016 Baltimore Avenue 
KANSAS CITY, MISSOURI 


Grandview Sanitarium 


KANSAS CITY, KANSAS, (26th St. and Ridge Ave.) 


A High Grade Sanitarium and Hospital of 
super accommodations for the care of: 
NERVOUS DISEASES 
MILD PSYCHOSES 
THE DRUG HABIT 
AND INEBRIETY. 


Situated on a 20-acre tract adjoining City Park 
of 100 acres. Room with private bath can be 
provided. 


The City Park line of the Metropolitan Railway 


passes within one block of the Sanitarium. 
Management strictly ethical. 


Telephone: Drexel 0019 


SEND FOR BOOKLET 


E. F. DeVILBISS, M.D., SUPT. 


OFFICE, 1124 PROFESSIONAL BLDG., KANSAS CITY, MO. 
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miles. I have written seven president’s letters in the Journal 
of The Kansas Medical Society. 


It would be impossible to record the numerous courtesies 
extended to me on my visits as president, and to all who 
helped make my year a success, I thank you. 


Mrs. F. E. Coffey. 


IN-COMING PRESIDENT’S ADDRESS 


I accept this gavel with humility, being fully aware of 
the responsibility and dignity it represents, and I shall en- 
deavor to use it in all sincerity through my term of office. 


As president of the Kansas Medical Auxiliary I bring 
you greetings. I am very grateful and ever cognizant of 
this high honor bestowed upon me. It is a privilege to serve 
you as your president. I realize more fully each day the 
responsibilities the office entails, and I trust that you will 
bear with me as I take the helm, and remember that “to 
err is human” and there is much that I do not know, but 
with the guidance of our advisory board, and the love, 
fellowship and cooperation of all of you, I shall seek to 
do the best that in me lies. 


I shall look to each Auxiliary for new inspiration and 
help in building a stronger, more enthusiastic State Auxili- 
ary. From each individual member I am anticipating the 
support you so loyally displayed to my predecessors. 


As we look forward together to the coming year shall we 
not pledge ourselves to stand shoulder to shoulder, arming 
ourselves with knowledge of legislative matters, health 
measures and anything that is pertinent to our Auxiliary so 
that we may be able and prepared to disseminate informa- 
tion to lay groups when called upon. Shall we not take it 
upon ourselves as individuals and as doctors’ wives to be 
better acquainted with the things in medicine that so deeply 
concern our husbands and be ready to back their program 
when called to do so. 


I should like to ask each chairman if she will carefully 
consider her job, study her hand book, and prepare some 
outline that she feels can be accomplished in our state, then 
we will consider it together. 


Let us determine this year to get our dues collected when 
fall activities begin so as to be well in advance of the 
deadline. The state treasurer has a hard enough time at 
the last minute. 


Through our health education or program chairman let 
us sing out our aims and purposes. 


To our councilors let me urge that you make all pos- 
sible contacts to stimulate new interest and organize wher- 
ever you can. I shall be at your command when needed to 
help in any way possible. 


To every member I would like to leave one word that 
stands out in your minds; and that is Hygeia. To each of 
you I would like to say sell the value of this magazine first, 
for it is truly worthy of its name; then, the magazine itself, 
to at least two non-medical persons. 


And to all of you loyal workers who have preceded me 
in this field, let me say I am expecting you to stand by 
for any S.O.S. signal I might send out, for I know there 
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will be many times when I will need your counsel and 
advice. 
Again let me say thanks and with the cooperation of you 
all I shall look forward to a most happy year together. 
Mrs. La Verne B. Spake. 


THE STOKES HOSPITAL 


LOUISVILLE, KY. 


For the treatment of 
Alcoholism, Drug Addictions, Mental and 
Nervous Diseases 


Phone Highland 2101 or Write for Rates and Folder 
E. W. Stokes, Medical Director 


SURGICAL FITTINGS 
Graduate Fitters Private Fitting Rooms 


Your patients requiring SURGICAL 
SUPPORTS for Abdominal Ptosis con- 
ditions, Sacro-Iliac strains, Maternity, 
Post-Operative weakness, and different 
forms of Hernia, will be correctly fitted, 
when referred to 


A. M. Petro & Son 
Surgical Fitters and Pharmacists 
839 N. KANSAS AVE., TOPEKA, KANSAS 
ELASTIC HOSIERY—TRUSSES— 
CURTIS PTOSIS SUPPORTS 


The Lassen’s dining service enjoys a 
well-won reputation for an excellence 
of food and service the most exacting 
guest can require. Here the leading 
conventions, of professional and busi- 
ness men are held. The Lassen cordially 
invites the members of The Kansas 
Medical Society to sojourn at this fine 
hotel when visiting Wichita. 


HENRY HAYN, MANAGER 


HOTEL LASSEN 
Wichita, Kansas 
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UNIVIS PANOPTIK 


WIDESITE ORTHOGON D 
KRYPTOK ULTEX. 
Q-D SERVICE 
NUMONT WILS-EDGE 
LOXIT CUSHION LOCK 


IF IT’S OPTICAL WE HAVE IT 


QUINTON-DUFFENS 
OPTICAL COMPANY 


Your Local Independent Wholesaler 


Ambulance Service 


To which you may 
trust your most 
gravely ill patient 


NEW AMBULANCES 
TWO TRAINED ATTENDANTS 


Rates: 15¢ a mile to any point in Kansas 


—everything included 


WALL-DIFFENDERFER 
MORTUARY 


237 West 6th 
Phone 3-2326 


E one urge that transcends all 
picts in the physician’s mind / 
when he prescribes a feeding formula’ 

© for a baby is to obtain the best physi+ — 
~ cal development of which the child — 
is capable. ; 
We are continually receiving very 
atifying reports from physicians — 
ho prescribe Lactogen in their — 
nfant feeding cases. Furthermore, , 
extensive tests of Lactogen feeding — 
on large groups of infants under — 
"Supervision of competent pediatri- 
"cians have proved to their’ satisfac- 
“tion that Lactogen is very successful — 
| as a routine infant food as well as for — 
the supplemental feeding of the | 
newborn. | 


If you have not as F yet tried : 
Lactogen, we urge you to do so. 


No laity adver- 
tising. No feed- 
ing directions 
given except to 
physicians. 


PREPAmED im 


For free samples of Lactogen 
and literature, mail your profes- 
sional blank to Lactogen Dept. 


NESTLE’S MILK PRODUCTS, Inc. 


155 East 44th Street... New York, N.Y. 
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THE TROWBRIDGE TRAINING SCHOOL 


Established 1917 


A HOME SCHOOL for NERVOUS and BACKWARD CHILDREN 
The Best in the West 


Beautiful Buildings and Spacious Grounds. Equipment Unexcelled. Experienced Teachers. Personal Supervision 
given each Pupil. Resident Physician. Enrollment Limited. Endorsed by Physicians and Educators. Pamphlet 


upon Request. 


1850 Bryant Building E. HAYDEN TROWBRIDGE, M.D. Kansas City, Mo. 


To Complete the Picture 
Enjoy 
WHOLESOME, REFRESHING 


Chewing Gum 


Doctors welcome for themselves and for 
those whose health they guard, the outdoor 
life and relaxation of the summertime... And 
the healthful enjoyment of Chewing Gum 
has its part, too. Most everybody enjoys the 
delicious taste and refreshment of Chewing 
Gum. So don’t overlook this, doctor, when 
you say “relax, ease-up and enjoy yourself!” 


Four Factors which help lead to 
Good Teeth are: (1) Proper Food, 
(2) Personal Care, (3) Seeing Your 
Doctor and Dentist regularly and 
(4) Plenty of Chewing Exercise. 


The National Association of Chewing Gum 
Manufacturers, Staten Island, New York 


1-187 


XIV 
- 
: @ 
-- 


| 
q 
| 


XV 


NAR Vero 
OF 


‘ST MILK 


= 
apreast — 


Cow's Milk | CALORICY 
—PER 100 


a 
—PER NCE 


910 
6 Lactic 


Iu Additiou S.M.A. is an antirachitic and antispasmophilic food—has 


a Vitamin A, B, and D content in each feeding that is constant every month of the year. | 


It is usually unnecessary to feed any vitamin supplements other than orange juice. 


S.M.A. is o food for infants—derived from tuberculin tested forming on antirachitic food. When diluted according to direc- 

cows’ milk, the fat of which is replaced by animal and vege- tions, it is ESSENTIALLY SIMILAR TO HUMAN MiLK in per- i 
table fats including biologically tested cod liver oil; with the centages of protein, fat, carbohydrate and ash, in chemical 

addition of milk sugar and potassium chloride, altogether constants of the fat and in physical properties. 


SAMPLES FREE TO PHYSICIANS 
(Please use Professional Stationery) 


CORPORATION + 8100 McCORMICK BOULEVARD - CHICAGO, ILLINOIS) 
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| 
| S.M.A. FED INFANTS SHOW EXCELLENT NUTRITIONAL 
Par... 
NOT ONLY IS THE ANALYSIS LIKE BREAST MILK 
\\AND THE BUFFER LIKE BREAST MILK... 
5 4 5 Acid 
ae BUT FAT OF S.M.A. IS LIKE BREAST MILK FAT Rok 
‘ 
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